



REPORT ON A CANCER 
STUDY, 1949 


R. P. VIVIAN, M.D., Montreal 


A STUDY OF INFORMATION on patients with malig- 
nant neoplastic disabilities for the year 1949 at 
fourteen English speaking hospitals in and about 
the City of Montreal was begun in the spring 
of 1950. 


The purpose of the study was threefold: (1) To de- 
termine the number of patients being treated at these 
hospitals as a guide to the prevalence and incidence of 
ma iennney, (2) To consider information available in 
the hospital records and to decide what might be help- 
ful in obtaining improved treatment and possibly pre- 
vention of such disabilities. (3) To offer recommenda- 
tions. 

The study was undertaken after a preliminary investi- 
a of the situation provided co-operation from 

ospital authorities and financial assistance from the 
governments of the Province of Quebec and_ the 
Dominion of Canada. In addition, and for the particular 
purpose of considering the réle of ancillary voluntary 
organizations, some financial assistance was granted by 
the Quebec Division of the Canadian Cancer Society. 


The study covered 14 institutions with listed 
bed capacity of 5,149. 

The selection of patients for inclusion in this 
study was determined by the diagnoses at each 
hospital considered to be malignant by the medi- 
cal staff of the institution. 

The search for cases proved to be more diffi- 
cult than was anticipated. At the time of the 
study only one hospital had a tumour registry 
in which all pertinent information on cases of 
malignancy was centralized; one other hospital 
was in the early stages of organizing a central 
tumour registry; in others the information was 
scattered. The investigation sources, therefore, 
had to include not only the hospital register, but 
the registries of the radiological out-door, and 
social service departments together with the in- 
formation available in the medical record library. 
This was a time-consuming, laborious effort, and 
great credit must be given to the individual 
workers who prepared the worksheets for each 


*From the Department of Health and Social Medicine, 
McGill University. 
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patient at these hospitals. In spite of the initial 
search and rechecking which was undertaken, it 
is quite possible that there are a number of cases 
which are not included in this study simply be- 
cause appropriate information was not available. 

It was found that diagnoses were being re- 
corded with and without the corroboration of a 
pathologist’s report of microscopic examination 
of material obtained by biopsy, blood smear or 
autopsy. In the study, where a pathologist’s re- 
port was to be found, note was made of this 
fact. If it was not found in the patient's history 
a search was made in other hospital records. 
When no record could be found, the case was 
listed as a diagnosis without pathological report. 
It is quite possible that a number of cases so 
listed did have the support of pathological 
opinion not recorded in the patient’s record at 
the time of the study. 


It was further found that where a pathological 
report was given the diagnosis was classified 
according to the pathologist’s own views of ap- 
propriate variations of the American Standard 
Nomenclature. The A.S.N. of the time was being 
followed to some degree in all hospitals. In some 
instances the pathologist’s report was classified 
in the record room according to A.S.N., and ina 
few instances reference was made to the new 
International Classification of Diseases, Injuries, 
Causes of Death adopted in 1948. 


It was decided to list the cases in the study according 
to the International Classification. In this classification it 
should be noted that the malignant neoplasms are cate- 
gorized in numbers from 140 to 199, inclusive; neo- 
plasms of lymphatic and hematopoietic tissues 200 to 
205, inclusive; benign neoplasms 210 to 229, and neo- 
plasms of unspecified nature 230 to 239, inclusive. At 
some hospitals cases were classed as malignant with 
diagnoses which fall into the benign area of the Inter- 
national Classification, and some cases were listed as neo- 
plasms of unspecified nature but considered by the hos- 
pital of origin as malignant. As this was not common 
ew in all hospitals it cannot be determined as to 

ow many more of these cases there might be, but it 
is doubtful if the number would be substantial. 


The method by which information for the study was 
obtained consisted of recording on specially prepared 
forms pertinent facts on each patient identified by a 
hestiliel fa a case of malignancy. These study forms were 
numbered in series according to the hospital of source. 
File cards were prepared to provide both an alphabetical 
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and a numerical patient index. Notations were made as to 
whether the case was diagnosed prior to 1949 (classed 
as old), or was first diagnosed or treated in 1949 (classed 
as new). The information thus obtained was carefully 
compiled. 


SUMMARY OF SELECTED FINDINGS 


A grand total of 2,983 cases of malignancy 
were identified at the fourteen participating hos- 
pitals for the year 1949. The cases are distributed 
between the various institutions as follows: 





TABLE I. 

re Wet SON 5 5 oss bck chs oh ebs cde ces 969 
Montreal General Hospital (Central Division).... . 611 
Montreal General Hospital (Western Division)..... 295 
Oe ene 292 
Montreal Neurological Institute*................. 181 
Aes ok cine sees eawieewee 152 
Queen Mary Veterans’ Hospital.................. 125 
Orr tere 117 
Herbert Reddy Memorial Hospital............... 98 
Montreal Convalescent Hospital................. 85 
Children’s Memorial Hospital.................... 28 
EE ere ee 12 
Verdun Protestant Hospital..................... 11 


Jewish Hospital of Hope 


*In the tables the cases at the Montreal Neurological 
Institute are grouped with those at the Royal Victoria 
Hospital, as at the time of the study these institutions were 
jointly in receipt of financial assistance from the Dominion- 
Provincial Cancer grants. 
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patients seen at two extra hospitals. The actual 
number of patients in the study is therefore 
2,809. 

1. The total number of cases are divided into 
1,404 males and 1,579 females; 1,109 were old 
cases (502 males and 607 females), and 1,874 
were new cases (902 males and 972 females). 


The total number of cases includes 604 ambu- 
latory patients and 2,379 in-patients. The 2,379 
in-patients showed a total number of 2,908 ad- 
missions and re-admissions. The accommodation 
occupied by these admissions was public ward— 
1,655, of which 237 were Q.P.C.A. cases and 
1,418 others; private—1,253, of which 580 were 
semi-private and 673 private. 


2. The average hospital days per admission 
ranged from 17.33 to 22.24 in the active treat- 
ment hospitals with a large number of cases, and 
from 51.94 to 132.14 days per admission in the 
institutions where longer stays are provided. It 
should be noted that the one convalescent in- 
stitution had an average per admission of 22.2 
days. 

3. Blue Cross Hospital Insurance was listed 
for only 309 cases. 





TABLE II. 
CoMMON SITES IN ORDER OF FREQUENCY BY SEX 
MALE FEMALE 
Totals Old New Totals Old New 
1. Gastro-intestinal tract... . 345 89 256 MIMI cris Ss cce Bg esses 449 190 259 
(150, 151, 152, 153, 154) (170) 
2. Male genital tract........ 136 55 81 | 2. Female genital tract.... 409 177 232 
ad 178, 179) (171, 172, 173, 174, 175, 176) 
Br is Ccidaieedierwe 132 70 62 3. Gastro-intestinal tract. 268 73 195 
(100, 191) = 151, 152, 153, 154) 
4, Trachea, bronchus, lung.. 108 15 Ot MS ke eavicy onan sude 75 37 38 
(162, 163) 190, 191) 
PO sc cewccsciest 99 29 70 | 5. Brain, Drecicky ered zs 56 14 42 
(193) 193 
6. Bladder, etc............. 74 32 42 | 6. Bladder, etc.....,.0.-. 21 10 11 
(181) (181) 





A number of patients were identified as cases 
at more than one hospital. The number of these 
is 170, of which 166 were seen at two different 
hospitals, with 10 of these moving from one 
hospital to another and back to the original in- 
stitution, in which case the 10 are shown at only 
two hospitals. Four patients were identified at 
three different hospitals. The actual number of 
patients in the study is therefore the total 
number, 2,983, less the duplications of these 
cases at other hospitals, namely 174. This figure 
is arrived at by 166, representing one extra hos- 
pital in each case, plus 8, which is for the four 


4, Cases listed without pathological diagnosis 
totalled 614 or 20.5% of the total. 

5. Approximately 69% of the cases are to be 
found in 13 specific sites. This information was 
listed in order of frequency with percentages 
of the total. The tabulated material gave the 
figures for each individual site, but the signifi- 
cance of various systems was best shown by 
grouping certain sites as was done in Table I. 

6. The age distribution of the total number of 
cases shows that the greatest number of old cases 
lie in the 65 to 69 age group; the greatest num- 
ber of new cases in the 60 to 64 age group. 
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7. During the year 1949 out of 2,379 in- 
patients, 449 died in hospital, 71 were still in 
hospital at the end of the year; 1,859 were dis- 
charged with 154 of these dying elsewhere than 
in these hospitals. The total number of deaths in 
1949, 603, include 212 old cases (males 109, 
females 103), and 391 new cases (males 269, 
females 122). 

8. The number of autopsies performed in some 
of the hospitals is less than what might be ex- 
pected for post mortem study of these disabilities. 


TABLE III. a 


“ 
5 
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large amount of information available it is well 
to redirect attention to the original purpose of 
the study and to consider what has been found 
pertinent thereto. 

The study identified 2,983 cases at the 14 
institutions in the survey for 1949. The identifi- 
cation of each case depended upon the diagnosis 
made by members of the medical staff at the 
various institutions and the ability of the survey 
workers to obtain the information from several 
possible sources. In some instances the diagnosis 


TROL NS RA RRS Sc: NN RRR A A eR SR 
CoMPaARISON OF GASES AND DEATHS By GROUPED SITES FOR OLD AND NEw, MALE AND FEMALE 








Totyl Total Male 
Site cases deaths cases deaths 
150 (Cé£sophagus......... 30 5 3 2 
eee 161 62 23 7 
152 Small intestine...... 4 2 0 0 
153 Large intestine...... 238 49 24 2 
154 Rectum. ......t.... 180 34 39 7 
613 152 89 18 
TG NORE. os Cita eawdene 451 40 1 0 
ETE - CONG, 0b wads cceks 126 23 0 0 
172 Corpus uteri........ 80 7 0 0 
173 Uterus other........ 2 2 0 0 
174 Uterus unspec....... 25 5 0 0 
175 Ovary, Fallop. t. etc.. 60 14 0 0 
176 Other unspec. f. gen.. 26 2 0 0 
409 53 0 0 
190 Malig. mel. skin..... 21 5 3 2 
191 Skin other.......... 186 5 67 2 
207 10 70 4 
OR 1 na ih ecat Vedas 155 43 29 Z 
17). Preeti. cicee< ccd 113 25 45 12 
SUR TRO ck at newer edu 17 6 8 3 
179 Other unspec. m. gen. 6 0 2 0 
136 31 55 15 
162 Trachea, bronchus, 
a eee 75 47 13 6 
163 Lung, bronchus, 
WONNGO 656.5088 sc 50 20 2 1 
125 67 15 7 
181 ladder and other... 95 20 32 5 





Old New 
Female Male Female 

cases deaths cases deaths cases deaths 

1 0 20 3 6 0 

8 4 86 35 44 16 

1 0 3 2 0 0 

38 9 72 14 104 24 

25 3 75 21 41 3 

73 16 256 75 195 43 

190 1 1 0 259 9 

104 19 0 0 112 5 

29 4 0 0 51 3 

0 0 0 0 2 2 

6 2 0 0 19 3 

23 6 0 0 37 8 

15 2 0 0 11 0 

177 33 0 0 232 1 

4 2 6 1 8 0 

33 1 56 0 30 2 

37 3 62 1 38 2 

14 3 70 22 42 11 

0 0 68 13 8 0 

0 0 9 3 0 0 

0 0 4 0 0 0 

0 0 81 16 0 0 

1 1 54 35 5 

1 0 39 18 1 

2 1 93 53 15 6 

10 2 1 2 


42 11 1 





SUMMARY OF COMMENT 


The material produced by this study is exten- 
sive. It includes not only the information tabu- 
lated for this report* but a voluminous amount 
of the original work sheets on each case history 
which is being retained on file. While the in- 
formation on the original work sheets is limited 
to what could be determined regarding each 
case at the time of the study there are many 
observations which might be made upon it in 
addition to what is being presented below in 
the form of summary of comment. Due to the 


*Even the report itself has been shortened considerably.— 
(Editor. ) 


of a case varied at different hospitals. Where this 
occurred the most probable diagnosis has been 
listed in the study. 


The recognition of 174 cases at more than one 
hospital (166 at one other and 4 at two other 
places), means that a total of 2,809 patients’ 
records comprised the study. The number of 
cases duplicated amounts to about 6% of the 
total number and represents a movement of 
patients from one hospital to another for special 
therapy not available at the original institution, 
or movement from active treatment to convales- 
cent or long stay accommodation. 
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The number of patients known to more than 
one hospital who died in 1949 is 11. In each 
instance the patient was known only to two hos- 
pitals and the diagnosis in each was the same. 
The list of deaths for 1949 contains 603 names 
in which the above 11 cases were recorded twice. 
The list of deaths can therefore be corrected by 
subtracting from various sites the extra number 
of cases recorded by site through this duplica- 
tion, as shown in Table II. 

The large number of cases (614 or 20.58% of 
the total) reported without pathological diag- 
nosis of material from biopsy, blood smear or 
necropsy is substantial and seems to be out of 
proportion, particularly for many of the sites 
listed. It seems likely that many of these cases 
did have tissue examinations but the reports 
were not in the case histories or otherwise avail- 


TABLE IV. 





List oF DEATHS 





No. of deaths 


Actual 

Site Oldornew recorded Duplications No. 
151 N 51 1 N 50 
153 O 11 1 O 10 
154 N 24 1 N 23 
171 O 18 2 O 16 
173 N 2 1 N 1 
177 O 12 1 O 11 
190 O 4 1 O 3 
193 O 10 1 oO 9 

N 33 ' 2 N 31 
201 O 8 1 O 7 





able at the time of the study. In general, how- 
ever, discharge summaries in the records were 
inadequate and appeared to be too long delayed. 

The number of cases (2,983) may be said to 
constitute a large sample of the cases of malig- 
nancy diagnosed or treated in this community for 
the year 1949. It probably does not constitute all 
the cases seen at the 14 hospitals in the study due 
to lack of completely centralized information and 
the resultant difficulties of finding information at 
a number of locations. The study is limited to the 
actual number of cases, either ambulatory or 
admitted patients. It does not include informa- 
tion on laboratory examinations only, for pa- 
tients seen at home or at a doctor’s office. 

The sample undoubtedly contains cases from 
the several racial-language groups of this area. 
Accurate definition by racial origin would be 
very difficult in this country. Some differentiation 
can be made on the basis of language where the 
mother tongue is French, English, Greek, Italian 
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or Chinese, etc., and in the event of a distinc- 
tively religious and racial group such as the 
Jewish people. Provision does not seem to have 
been made, however, in all the hospitals for 
recording this information obtained directly 
from patients or family. The study, therefore, 
cannot give any accurate information on cases 
by racial origin. This omission is considered 
to be important from an etiological standpoint 
and is exemplified by the reputedly low inci- 
dence of cancer of the cervix in Jewish women. 

The hospital records are also lacking in other 
basic information such as the accurate descrip- 
tion of occupation, residence, area of geographic 
origin and environment, and other social factors 
such as the economic and financial status of pa- 
tient and family. Information of this sort is con- 
sidered to be of importance. The reputedly 
higher incidence of cancer of the breast in 
women in good financial circumstances and the 
higher incidence of cancer of the cervix in 
women in poor financial circumstances warrants 
the fullest information on any possible etiologi- 
cal factor in the development of malignancies of 
these sites. 

The actual prevalence or incidence of malig- 
nancies in the community constituting greater 
Montreal and adjacent territory cannot be de- 
termined from this survey. Prevalence is con- 
sidered to be the number of cases diagnosed or 
being treated from a specific area in a definite 
period of time. Incidence is considered to be the 
number of new cases for a specific area, likewise 
in a definite period of time. It is customary to 
express both prevalence and incidence as cases 
in numerical units of population. It is desirable 
to refine this information further by showing the 
sex and age of the cases in terms of the same 
sex and age groupings in the population. This 
could not be done in this report for the follow- 
ing reasons: 


1. The institutions in the study are only some of those 
serving the population of metropolitan Montreal. 

2. The patients from this area are not accurately 
identified in the hospital records according to specific 
local municipality on the island of Montreal and adjacent 
territory. 

8. Patients are seen at the hospitals in the study from 
a variety of locations elsewhere in Canada and the 
United States, and present hospital record keeping does 
not clearly differentiate between local or temporary 
address here and usual place of residence. 


The sample can therefore be used at this time 
merely to show the type of case being served and 
information pertinent 


the readily obtained 
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thereto, which involves a consideration of hos- 
pital records and what might be helpful in ob- 
taining improved treatment and possibly preven- 
tion of these conditions. 

The sample contains more females than males 
(1,579 females; 1,404 males), but the difference 
is not great. The age distribution of the cases 
range from under one year with 7 cases to eighty 
years and over with 96 cases, the highest point 
being in the 60 to 64 age group with 441 cases. 
Ages from under one to 19 years inclusive show 
77 cases; ages 20 to 39 years inclusive 306 cases; 
ages 40 to 59 years 1,252 cases; ages 60 to 80 
plus years show 1,333 cases. Age was not stated 
for 15 cases. The female cases tend to pre- 
dominate up to the age 60 to 64. After age 65 
the male cases predominate. 

The cases are divided into those known prior 
to 1949 (old cases 1,109; males 502, females 607), 
and those first recognized in 1949 (new cases— 
1,874; males 902, females 972). 

The old cases represent survival for varying 
periods of time which could not be determined 
in this study because suitable information on 
duration of survival was not available. These are 
cases requiring continuing help for a recheck of 
status, active therapy, or care in terminal states. 
In this group the predominance of female cases 
to male cases in the age groups from 35 to 64 
years and the predominance of male cases to 
female cases from age 65 on is significant. 

The new cases are those being recognized as 
malignant for the first time. The predominance 
of female cases from age 25 to 59 years is notice- 
able, with male cases predominating to some 
extent from age 60 years on. 

The frequency of certain sites reported in the 
study is of interest. The information has been 
recorded according to the International Classifi- 
cation of 1948. The importance of a uniform 
method of classification is forcefully demon- 
strated when comparison with other areas is 
attempted.* 

The differences between the International 
Classification of 1948 and the American Standard 
Nomenclature of 1952, Fourth Edition, should be 
reconciled, and followed if uniform nomencla- 
ture on this continent is to be obtained and com- 
parisons made possible. 

In this study, cancer of the breast is the most 
frequent site in the total number of cases and is 


— 





*A Survey of Cancer in Middlesex County, Ontario, Canad. 
J. Public Health, August, 1950. 
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also the most frequent site for both old and new 
cases respectively (451 cases: 191 old, 260 new 
in a total of 2,983). Cancer of the skin (malignant 
melanoma and other) might be more prevalent in 
the community than shown in relation to hos- 
pitals in this report (207 cases: 107 old, 100 
new ), because of the common practice of treat- 
ing these conditions in the doctor’s office. 

The distinction in the International Classifica- 
tion between the sites of large intestine and- 
rectum makes the importance of these locations 
less obvious than when shown in combination. 
In the study, combining these two sites gives a 
total of 418 cases, or nearly as many as cancer 
of the breast. 

The distinction in the International Classifica- 
tion between the sites of large intestine and 
rectum makes the importance of these locations 
less obvious than when shown in combination. 
In the study, combining these two sites gives a 
total of 418 cases, or nearly as many as cancer 
of the breast. 

The brain, etc., as a frequent site in the study 
shows the important position of the Montreal 
Neurological Institute where 129 out of 155 of 
these cases were seen. These figures cannot be 
taken as an indication of the frequency of malig- 
nant disabilities of the brain, etc., from this com- 
munity alone, as the patients come from all over 
the continent. 

The amount of cancer of the _ trachea, 
bronchus, lung, etc., recorded in the study (125: 
old 17, new 108) may also be attributable in part 
to patients coming from other centres for treat- 
ment. 

Of all the cases the most frequent sites are 
listed in Table III together with the deaths 
which occurred by site in the same year. 

The frequency of sites and known deaths 
represents survival up to the year in question 
and outcome in 1949. An indication of the 
hazards of malignancy by site can be shown to 
better effect by viewing the frequency of sites 
for new cases and the known mortality of these 
occurring in the same year (Table VI). 

The known number of deaths in the cases 
under study occurring in 1949 total 603. Of these 
449 died in hospital and 154 are said to have 
died elsewhere than in these institutions. Of the 
total number of deaths 212 were old cases and 
391 new cases in 1949. As the total number of 
new cases reported for 1949 is 1,874, the deaths 
are 20.86% for new cases of both sexes and all 
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sites and ages. Most of these deaths occurred 
between the ages of 55 and 69, for practically 
every site, except brain which shows a spread 
of 22 cases out of 33 deaths occurring between 
the ages of 25 and 54. 


TABLE V. 





FREQUENCY OF SITES AND KNown DEATHS 





Site Classification Cases Deaths 
. te ere 191 31 
DS, “GUTS “Csi sces cece 107 7 
3. 171 SNE. ois setnes 104 19 
4. 154 Rectum......... 64 10 
5. 153 Large intestine. . . 62 11 
6. 177 eee 45 12 
7. 193 | Re 43 10 
8. 181 ices wawe « 42 7 
9. 151 Stomach........ 31 11 
10. 172 Corpus uteri..... 29 4 
ll. 175 Ovary, Fallopian 
tube, broad 
ligament...... 23 6 
12. 162,163 Trachea, bronchus, 
lung, ete....... 17 8 
TABLE VI. 
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and over a number of years could be used to 
forecast more accurately community needs for 
this type of case. Present figures really only pro- 
vide some idea of the increasing number of cases 
of malignancy, which number is likely to be 
further increased by the progressive ageing of 
the population and a prolonged period of sur- 
vival of more of them as progress in therapy is 
achieved. The present case load is substantial, 
and the present facilities in these 14 hospitals 
seem inadequate to care for long stay patients 


“and aid in rehabilitation. 


The data on distribution of cases by hospital 
accommodation contain information of consider- 
able importance to both patients and hospitals 
which should be further explored for a number 
of reasons. 


1. For the total number of in-patient admissions 
(2,908), the greater number, 1,655, were for the public 
ward, and 1,253 were for semi-private and private 


a RRR RTE TTR RE RO TL SLL A AN ENT RAN SS I AEC CS TARE ASRS CEI SS 


FREQUENCY oF NEw CASES BY SITE WITH MORTALITY 








Case 
Int. list No. Classification Cases Deaths mortality 
:. 170 I fied oleae ee ae Oo edie ah 4.) Hb S > OR ORES 260 9 3.46% 
2. 153 Large intestine except rectum.................... 176 38 21.59 
3. 151 IRS say athe acd asa 5. eh ate a x aie kas oneal PN 6 130 51 39.23 
4. 154 I a: nig ci le ta. oracle hsp ihe oe mak LER 116 24 20.68 
5. 171 ge RI Ge 5 a wt wer eeg ad oa ee aa eS 112 5 4.46 
6. 193 Cn tse RUN ain 054d ig might hein So ail eG Rae 112 33 29.46 
7. 162, 163 , ROI TR ios ose a wh ERRORS 108 59 54.46 
8. 191, 192 Doi een were dus ae aca ee 100 3 3.00 
9. 177 ho tiehee Wah emicatehals Si ee baie a a Asapeaesaie oa 68 13 19.11 
10. 181 oS ote ach uaa ae de he's alk aes Baa 53 13 24.52 
11. 172 ROP OT Te TC ee eee 51 3 5.88 
12. 175 Ovary, Fallopian tube, broad ligament............ 37 8 21.61 





It should be noted that these comments are 
made only upon the cases which are known from 
hospital records to have died. A correlation be- 
tween information available at hospitals on cases 
and mortality figures for the various communities 
would be of great assistance. This is particularly 
so as the outcome for many of the hospital cases 
discharged in 1949 is not known. Out of a total 
of 2,379 in-patients, there are 1,705 patients dis- 
charged on whom follow-up information is very 
inadequate, and the present circumstances of 
many of them was not on record. How many of 
these might have died in 1949 is not known. 
Frem the information available in hospitals there 
would appear to be survival beyond the year 
1949 of 897 old cases and 1,483 new cases. Con- 
tinued follow-up studies for this group of. cases 
as a whole would provide valuable information, 





accommodation. The seemingly low number of patients 
having Blue Cross Hospital Insurance may be attributable 
in part to the fact that this type of information is not 
readily obtainable in hospitals. It may also be attribut- 
able in part to the older ages of these patients and the 
predominance of females who may not have this type of 
insurance. 

2. For those admitted to the public ward accommoda- 
tion (1,655), 237 were qualified as patients to receive 
assistance from the Quebec Public Charities Act. In 1949 
this amounted to $4.00 per public ward day paid to the 
hospital. The hospital public ward costs in the large: 


public general institutions for the same period of time 


are estimated at between $9.00 and $11.00 per day 
This represented a substantial loss to the hospital pe: 
day on each of these patients. The remainder admitted 
to public ward (1,418) may have been made up of case: 
paying the public ward charges of the time or part o 
these charges or none of these charges, dependin; 
entirely upon their financial situation. The charges pe’ 
_— ward bed without other services in 1949 for th: 
arger public general institutions was about $5.00 pe 
day, so that even if a patient paid the full daily rate 
the hospital stood to lose almost as much per day as th: 
patient paid. These rates are set at the optimum amoun 
that is likely to be received from the majority of pa 
tients. The effect of higher charges on the public war 
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is to reduce more of them to the level of charity cases, 
which is considered to be undesirable. The qualifications 
for assistance from the Q.P.C.A. of the time were an 
income of less than $25.00 per week per single indi- 
vidual, and less than $30.00 per week for a married 
person, plus $5.00 per week allowance per each addi- 
tional dependent child. It is probable, therefore, that a 
large number of cases not on the Q.P.C.A. list would 
find the cost of hospitalization an extremely heavy 
burden. General experience in this type of situation is 
that the patient pays for a time and then is no longer able 
to continue. 


It should be noted that the number of hos- 
pitals in the survey caring for convalescent and 
long stay patients is relatively low in bed accom- 
modation. The only true long stay institution, 
the Jewish Hospital of Hope, has a limited 
capacity of 50 beds officially, but at the time of 
the survey they were able to crowd in a total of 
72 patients. The cases found at the Verdun 
Protestant Hospital were incidental to their work 
in the care of psychiatric cases. Queen Mary 
Veterans’ Hospital serving only the members of 
the armed forces was able to offer longer stay 
accommodation for their malignant cases than 
any other institution, with the exception of the 
two mentioned above. The only convalescent 
institution in the study, the Montreal Convales- 
cent Hospital, is forced to limit the stay of these 
patients to approximately three weeks, which 
corresponds very closely with the average dura- 
tion of stay in the public general hospitals. To 
achieve an improvement in the care of the can- 
cer patient it seems desirable to provide facilities 
for longer stay accommodation. The problem for 
the majority of patients in meeting the costs of 
hospitalization alone, to say nothing of other 
medical care services, is a subject in itself. It is 
planned to deal with this matter in a later paper, 
but the figures in the survey seem to indicate the 
necessity of dealing in the near future with the 
problem of hospitalization and its costs for the 
population at large. ' 


In the present state of medical knowledge, the 
prevention of these disabilities seems to be a 
long way off. At present, for the vast majority 
of these cases, we are dependent upon early 
diagnosis in sites from which the growth can 
either be excised or treated by radio-therapy 
or a combination of both. The continuing search 
for early malignancy must therefore be under- 
taken at every possible opportunity when pa- 
tients present themselves for medical examina- 
tion. This is particularly true in the age groups in 
which early cancer might be expected. The diffi- 
culties of mass screening for early malignancy 
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are due to the large number of people in the 
susceptible age groups and the progressive in- 
crease in these numbers each year. Periodic 
examinations conducted for industrial and com- 
mercial employees offer an excellent oppor- 
tunity for screening. The development of cancer 
detection centres is proving useful, but the very 
volume of patients to be examined, or that should 
be examined under present circumstances, makes 
these screening programs difficult to carry out. 
Consideration should be given to the ways and 
means of improving the search for early malig- 
nancy in appropriate age groups and sexes. 

Much is being undertaken in the matter of 
scientific research of a biological and physical 
character. This is frequently of an experimental 
nature. Progress and results that have clinical 
and practical application seem to be very slow 
in developing. 

The writer believes that more attention should 
be paid to a number of possible etiological 
factors related to the development of malig- 
nancies of various sites, and should include a 
study of racial, genetical, geographical, occupa- 
tional and other possible sociological factors in 
which habits and customs of a dietary and 
personal hygiene nature are important. Informa- 
tion obtainable from death certificates alone is 
insufficient for this purpose. The information 
needed is the fullest possible upon the morbidity 
of cancer with its prevalence and incidence. 
Support for this point of view is to be found in 
an article by Clemmesen of the Danish Cancer 
Registry on the “Essentials of Demographical 
Studies in Cancer” in the British Journal of 
Cancer, 4: 1, 1950, in which is contained the 
following: 


“Unlike many other branches of science joining in the 
research of cancer at some stage of its development, 
cancer sociology can point to a long, though often 
neglected history. When Percival Pott, in 1775, described 
the chimney sweep’s cancer, not only giving its clinical 
features, its treatment, and its social etiology, but also 
taking active steps towards its prevention, in which we 
have finally succeeded, it was the first step in cancer 
sociology. Pott’s observation of the latent period of scrotal 
cancer in chimney sweeps contained a very obvious clue 
to the experimental production of cancer, but experi- 
mental workers seem to have been. too fascinated by 
experimental and pathological problems to take a lesson, 
not to speak of inspiration, from clinical or sociological 
observations, and 140 years passed before cancer was 
provoked experimentally by tar and soot... .” 

“In order to bring about a closer contact between 
cancer research and problems of clinical importance, a 
more thorough investigation into the etiology of cancer 
should be attempted by cancer demography through 
mass observations. However, it is in the nature of sta- 
tistics that they cannot provide biological proofs but only 
point to correlations, excluding some etiological possi- 
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bilities and stressing others. But final etiological proofs 
are nearly always provided experimentally. So unless 
experimental research will devote more of its compara- 
tively rich resources to assist in cancer demography, we 
shall continue to frustrate the fundamental question of 
the clinical etiology of cancer.” 


A plea is therefore made for a close relation- 
ship between various types of investigators in 
the cancer problem. As far as cancer demography 
is concerned, this must start with information 
obtained from the patient and include all results 
of investigation of the case from every possible 
viewpoint, be it medical, surgical, radiological, 
pathological or social. A social investigation of 
the case is essentially a medical problem to be 
carried out under medical supervision with 
suitably trained assistants who are familiar with 
the all-inclusive nature of investigation. 

The information obtained must be accurately 
recorded on suitable forms that lend themselves 
to centralization of all pertinent facts. The various 
hospitals are ideal locations* for the collecting of 
such information by members of their medical 
staffs for those cases which not only have been 
admitted as in-patients, but are seen as ambula- 
tory patients or are known to the members of 
staff as patients in their own practices. Steps 
should be taken to closely correlate the statistics 
available in the community from Departments 
of Public Health or other demographic services. 
It is not only important to record the initial find- 
ings and happenings, but to maintain a careful 
follow-up service for immediate and ultimate 
outcome. The relationship of ancillary com- 
munity services should be carefully considered 
to provide suitable opportunity for the integra- 
tion of their efforts (a supplementary report on 
this phase is being prepared). 


RECOMMENDATIONS 


In the light of the foregoing the following 
recommendations are made with respect to the 
14 hospitals in this study that could comprise 
a small pilot registration group, in the hope that 
the recommendations might not only be ac- 
cepted, but that similar steps might be taken by 
other hospitals in this community to group them- 
selves for the development of a comparable 
program. 

1. That the type and method of record keep- 
ing in hospitals be improved, a uniform nomen- 
clature be adopted, and_ hospital tumour 


etm Acta Radiologica, Vol. XXXV, April 1951, 
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registries be developed to the greatest possible 
extent. 

2. That members of the medical staffs keep 
records in their own practices on cases of malig- 
nancy not sent to hospitals, that could become 
related to tumour registries. 

3. That follow-up services be undertaken, sus- 
tained and augmented. 

4, That a joint hospital tumour registry be 
established for the institutions in this survey to 


provide for the pooling of information pertinent 


to cases of malignancy as a step toward appro- 
priate fact finding on the prevalence, incidence 
and etiology of cancer. 

5. That the hospitals seek to co-ordinate 
closely, work in cancer demography and other 
research towards improvement in treatment and 
the prevention of the development of malig- 
nancies. 

6. That serious consideration be given to the 
ways and means of acquiring adequate facilities 
and staff for the diagnosis, treatment and re- 
habilitation of cancer cases, and to provide suit- 
able accommodation for long stay patients. In 
this the economic situation and financial status 
of patients and their families must be kept in 
mind. 

7. That community activities of ancillary 
organizations, voluntary and/or governmental, 
be integrated with other endeavours. 

8. That full recognition be given by everyone 
to the present situation and future probabilities 
of cancer morbidity in all its aspects so that 
progress towards cure and prevention might be 
obtained. 


The organization was planned to provide for a full 
time statistical assistant, a full time secretarial assistant 
and a number of part time investigators. Difficulties arose 
in the maintenance of regular staff in what proved to be 
an arduous task. The study has now been completed with 
the assistance of a — of persons. The writer’s deep 
thanks are hereby extended to all those who assisted in 
this undertaking through institutional and individual co- 
operation and by the provision of funds. 





Why do organisms produce antibiotics, especially soil 
organisms? The easy explanation is that they produce 
them to destroy their competition for food supplies con- 
tained in the soil. Experimental evidence has made it 
difficult to accept this simple explanation and although 
we can put forward various theories we really do not 
know.—Sir Alexander Fleming, W. M. A. Bull., 5: 27, 
1953. 
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THE ANATOMIST AS 
A WITNESS* 


I. MACLAREN THOMPSON, B.Sc., M.B., 
Ch.B.(Edin.), F.R.S.C., F.R.S.E.,t Winnipeg 


I have heard of a grave-digger pointing out a large 
human bone to a lady who was looking at his work, of 
digging a grave, and asking her, “D’ye ken wha’s bane 
that is, mem? That’s Jenny Fraser’s hench-bane,” adding 
with a_ serious aspect, “A weel-baned family thae 
Frasers!”—Dean Ramsay's Reminiscences of Scottish Life 
and Character. 


THE ANATOMIST is not a general medico-legal 
expert; he is an expert only in anatomy (sensu 
lato). He may be giving evidence concerning 
a skull; but if the skull presents a fracture he 
should not (ordinarily, at any rate) be asked for 
an opinion about the fracture—that is in the field 
of another specialist, for instance a pathologist. 
The anatomist is an expert only in what is con- 
sidered normal bodily structure; but there is one 
class of abnormality concerning which an anat- 
omist may render an expert opinion, namely, 
developmental abnormalities or congenital ano- 
malies. In the dramatic Ruxton case, among the 
mutilated human remains was found a cyclopean 
eye, i.e., a single eye formed by the fusion of 
two originally separate eyes. .Neither of the vic- 
tims (who were adults) had such an eye. The 
chief evidence concerning this (under the cir- 
cumstances) almost incredibly weird object 
came, appropriately, from an anatomist: it was 
definitely not a human eye, but came probably 
from an abnormal pig. 


The services of an anatomist are most fre- 
quently sought in connection with the attempted 
identification of fragmentary human remains, 
especially bones. The usefulness of soft parts 
(skin, muscles, etc.) depends so much upon cir- 
cumstances that I shall not venture any general 
statements beyond mentioning finger-prints. Nor 
shall I discuss the use of x-rays, important though 
they have been, even in my limited experience; 
there are specialists in that field, though in cer- 
tain cases radiologists and anatomists may profit- 
ably collaborate. The identification of the remains 
of a number of people after a major disaster, 
such as the burning of the Noronic, differs in 
some ways from the usual identification of a 
single skeleton: for instance, the material is fresh, 


*Slightly altered from a paper presented before the Mani- 
toba Medico-legal Society, Winnipeg, November 4, 1952. 
7Professor of Anatomy and Chairman of the Department, 
University of Manitoba. 
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some soft parts are frequently present, and the 
remains of several people may be mixed up. 

Having had no training as a geologist, a 
paleontologist, or an archeologist, I do not 
venture a precise opinion concerning the time 
elapsed since death, and related matters. I may 
illustrate from one of my reports. 


“Though the bones vary in appearance, on the whole 
they show considerable bleaching (especially the skull), 
suggesting that they have been exposed to the action of 
natural agencies (weather, insects, etc.) for a consider- 
able time. On the other hand, the bones are heavy and 
show very little tendency to crumble, indicating that they 
retain considerable organic constituents. On this basis I 
infer that this person died not very recently, but within 
recent years. This is the only point in this report con- 
cerning which I do not claim expert knowledge.” 


My view is that, unless the anatomist happens 
to have had training or experience also in 
geology, paleontology or archeology, a specific 
or detailed opinion on such matters should not 
be expected from him; the above quotation ex- 
emplifies the sort of non-expert opinion that an 
ordinary anatomist might give. 

The question “Are the bones human or not?” 
can be of paramount importance. More than 
once anxious police have brought bones which to 
their relief I could declare definitely were not 
human. If an anatomist asserts that certain bones 
are not human, he should not be expected to 
give an equally confident opinion as to what 
animal they came from; unless he happens’ to 
have that special training or knowledge, he is 
not necessarily an expert in zoology or in com- 
parative anatomy. 

Two of my cases exemplify circumstances in 
which the question of the human origin of the 
remains has a different significance from the 
foregoing. In one case a house believed to have 
been occupied by an elderly man burned, in the 
other an airplane in which two men were known 
to have taken off crashed and burned; in each 
case I was asked whether a few small fragments 
of charred bones were human remains. The first 
step was to determine the bones of which the 
fragments were parts. Then the fragments were 
matched against the corresponding parts of 
known human bones and, as controls, against the 
same bones of one or two common animals. The 
similarity to human bones and the difference 
from animal bones led to the opinion that the 
remains were human; the use made of this 
opinion does not concern us here. 

Perhaps the most interesting type of case for 
the anatomist is when there is a missing person, 
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especially if there is a possibility of death from 
unnatural causes. Are the remains those of the 
missing person? This is a question of personal 
identification that the anatomist can never an- 
swer, and should not be expected to answer. All 
that should be expected of him is group identifi- 
cation, as exemplified in one of my cases: an 
adult male, in his early or middle twenties, about 
5 feet 8-10 inches tall, with a distinctly large, 
broad head, a well-developed chin, and a notice- 
ably small tooth on each side of the upper front 
teeth. Of course that description could apply to 
many people, though the dental peculiarity 
greatly reduces the size of the group thus spe- 
cified. I wish to emphasize, however, that such 
an anatomical description specifies a group of 
people, not an individual. Certain bones may or 
could have come from a specified individual, but 
in respect of their anatomical features they could 
equally well have come from another person of 
the same sex, age, etc. 

However, though positive individual identifi- 
cation can never be made upon the purely 
anatomical features of bones, the group identifi- 
cation may in some cases be of the greatest 
importance by definitely ruling out a suggested 
individual identification. If the missing person 
had passed his 54th birthday, and the anatomist 
can state unhesitatingly that the bones submitted 
to him came from a person between the ages of 
18 and 25, identification of the remains as those 
of the missing person is definitely negatived, and 
so a false lead is followed no further. True, a 
fresh case may be opened up, but that is another 
matter. When my services are sought in such 
a case, I like to know if there is a missing person, 
and if there is any point in my field of special 
interest to the authorities, but I prefer to know 
as little as possible about the person, lest I be 
unconsciously influenced in my opinions. Of the 
questions facing the anatomist in such cases I 
shall discuss only sex and age, stature and race. 
Regarding any of these, the ability or inability 
of the anatomist to express an opinion depends 
upon whether or not the remains include the im- 
portant bones in sufficiently intact condition. 

The sex and the age of bones are inter-related 
to a degree not commonly realized. Of course 
the most reliable indications of sex are to be 
found in the pelvis, at any age. But in other 
bones sex differences are related to age in ways 
too complicated to discuss here; I shall return 
to this later. The age of a person under 30 can 
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be estimated to within five years, and often much 
more precisely if certain bones and teeth are 
available. Over 30, it is usually risky to estimate 
age within less than a decade, and it can scarcely 
be estimated at all without the skull. 


I think that there is a general tendency to 
over-rate the ability of an anatomist to estimate 
the stature of a person from his bones. Strictly 
speaking, he can do nothing of the sort. What he 
does is this. By mathematical formule he com- 
putes the stature from the available limb bones, 
or sometimes from the backbone; for example, in 
one case from the length of the thigh bone I 
computed a stature of 5 feet, 814 inches. Now, 
the mathematics whereby these formule are de- 
veloped is such that the computed stature is 
not that of any individual, but an estimate of the 
average stature of people having that length of 
thigh bone, or other bone used. The stature of 
the individual is unknown; it may have been 
close to the computed average, or it may have 
been considerably more or less; it is more likely 
to have been close to the average than far above 
or below it; but considerable variation of indi- 
viduals from the average must be allowed for. 
All that can be said with confidence is that the 
stature of the deceased was probably within 
certain limits. This process can be repeated, 
utilizing as many long bones as are available, 
and certain combinations; thus several independ- 
ent estimates are computed and compared. 

In the case mentioned, six such estimates of 
stature lay within a range of just over half an 
inch. This consistency of six independent esti- 
mates on. different bases was at any rate en- 
couraging. I selected the most generally reliable 
of these formule (that utilizing both thigh-bone 
and arm-bone), and regarded the other estimates 
as supporting collateral evidence. But still I had 
estimated only the average stature of a hypo- 
thetical group of people having his length of 
thigh and arm. My final estimate of the stature 
of the man, between 5 feet 6 inches and 6 feet, 
probably between 5 feet 8 inches and 5 feet 
10 inches, was merely a personal opinion, based 
on the procedure just outlined; it was not com- 
puted directly, for no way is known of doing 
that. So one should not expect a precise estimate 
of stature, or of any other physical dimension, 
calculated from bones; in such work precision 
and confidence vary inversely, and the anatomist 
is the best judge of where to strike a reasonable 
and useful balance between the two. 
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However, the matter about which I am most 
cautious is race. Notwithstanding my anthro- 
pological training (perhaps because of it), I usu- 
ally prefer to express no opinion concerning this, 
for racial characteristics are characteristics of 
the race, not necessarily of the individual; an 
individual may or may not present some of the 
bony characteristics of his race to a recognizable 
extent. He may also be a hybrid of unknown 
degree. I am well aware that books set forth 
many skeletal criteria of race; but unless certain 
racial features are beyond all reasonable doubt, 
such as the extremely protruding jaws and teeth 
of some regroes, I am very reluctant to express 
an opinion. My feelings may therefore be 
imagined upon receiving one day some crumbl- 
ing bits of bone, accompanied by a letter from a 
coroner (outside Winnipeg) .reading in part: 
“Would you care to comment as to whether these 
are Indian or white?” As I glanced over the frag- 
ments, hope died within me; however, I de- 
termined to see what I could do. I was able to 
conclude that the remains were those of a female 
in her thirties. Fortunately there was a portion 
of the left half of the lower jaw with its teeth, 
including the wisdom tooth. Quoting from my 
report: 


“Although wearing of the teeth is commonly recog- 
nizable by the age of 30 in white people, the degree of 
wear visible in all the available teeth . . . is greater than 
one would expect in a white person of this age; it makes 
one think of the chewing of hides, and the like, practised 
by the Indians, especially the fe males, long ago. The left 
lower third molar (the only one av ailable ) is of special 
interest. It is not only fully erupted, but as worn as the 
other teeth. Though so large and fully erupted a third 
molar does occur in some white persons, it is much 
commoner in other races, including North American 
Indians. The degree of wear of this tooth suggests that 
it had been erupted for some years, possibly in the late 
teens. This combination of early eruption and wear of 
the third molar, especially in a female, suggests an 
Indian rather than a paleface.” 


Thus an anatomist who ordinarily would hesitate 
to express an opinion concerning race actually 
did so on the basis of observations centred on a 
single tooth! So greatly do circumstances alter 
cases, 

It is usually the expert opinion of the anat- 
omist that is of value to the legal authorities, 
though the technical facts are available if de- 
sired. I was once asked by a member of the jury, 
“How do you know that that jawbone belongs 
with that skull?” This seemed to indicate that he 
had been following my evidence pretty atten- 
tively; I was permitted to demonstrate the speci- 
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mens to him (and incidentally to the rest of the 
jury), which I did as simply and clearly as I 
could, and he seemed satisfied that my opinions 
were based upon facts. 


The anatomist commonly submits a report, 
which forms the basis of his evidence. This re- 
port should contain clear statements of (1) his 
opinions, (2) the facts on which they are based, 
and (3) the degree of confidence (or of doubt) 
with which he holds them. No matter how vague 
and uncertain his opinion may be, his statement 
of it should always be clear, so that the reader 
will understand what the anatomist really thinks 
on the important points, including his doubts. 
On the witness stand, however, the anatomist 
might remember that he is there to help the 
Court to reach a verdict, and that his opinions 
are more likely to be helpful than are his doubts. 
The questions addressed to him are designed to 
elicit the points considered important by the 
Court, whether these are opinions or doubts. 


With the case of a missing person to be solved, 
it may be a little exasperating to have an anato- 
mist say that he is not certain whether the 
remains are male or female! The following 
purely imaginary interrogation illustrates some 
of the points mentioned in the preceding para- 
graph. 


“Can you tell us whether these bones are those of a 
man or a woman?” 

“I think that they are those of a woman.” 

“Are you sure of that?” 

“No, I cannot be sure.” 

“Could they be those of a man?” 

“Yes, they could.” 

“Then why do you think that they came from a 
woman?” 

“Chiefly because of three things: (1) the shallowness 
of the joint between the two hip bones, (2) the widely 
open notches at the back of the hip bones, and (3) the 
sharp upper margins of the eye sockets. There are other 
points, but in this case I am relying chiefly on those 
three.” 

“Then why have you any doubt?” 

“Because these bones came from a young person in 
the “teens, and the female features of this particular 
pelvis, though recognizable, are not sufficiently distinct 
to = me feel certain that this is not an immature 
male. 

“You said something about the eye sockets?” 

“Yes, the sharpness of the upper edge (more readily 
felt than seen) is a female feature. But an adolescent 
skull showing this might possibly have come from an 
immature male.” 

“Are you usually so uncertain about the sex of a 
skeleton?” 

“Oh no; not if it is reasonably complete and is that of 
a mature adult.” 

“Do these bones show any male characteristics?” 

“None that I can detect. That is why I have no 
reasonable doubt that they came from a female.” 

“The balance of probability, then, is that they are 
female?” 

“Yes, definitely.” 
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I have tried to give you a few glimpses of how 
an anatomist works on a certain kind of case, 
and especially how he thinks. In some cases his 
work is fairly straightforward, and his opinions 
are unequivocal. Often, however, it is no easy 
task to formulate opinions that he can consci- 
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entiously give under oath. He is apt to recall 
the whimsical warning of Thomas Henry Huxley, 
that it is not given to any man to be altogether 
right, a reflection which it is very desirable for 
any man to bear in mind who. has had the good 
luck to be nearly right once. 





TUBERCULOSIS IN RECENT 
IMMIGRANTS* 


O. T. CHEUNG, M.B., D.P.H., Brantford, Ont. 


ALTHOUGH the death rate from tuberculosis has 
declined steadily and remarkably in recent years, 
the known case rate has not shown any tendency 
to fall. The immigration of new susceptible 
groups into the country has been said to have 
contributed to the number of new cases of tuber- 
culosis. In this paper, an analysis of some recent 
immigrants who developed tuberculosis and 
were admitted into sanatorium for treatment is 
presented. 

Material.—The cases studied were immigrants 
who came to Canada after the last war and were 
admitted to Brant Sanatorium between January, 
1948 and May, 1952. There were 35 such cases, 
representing 10% of all new admissions in the 
same period of time. 


RESULTS OF ANALYSIS 


Age and sex.—There were almost twice as 
many males as there were females. The majority 
of the patients were in the age group of 20 to 
29 years. Table I shows the distribution in full. 

Marital status.—Among the 23 men, there were 
only eight who were married whereas there 
were seven married women in the female group. 

Year of arrival in Canada—Fourteen cases 
came to Canada in 1948. The rest of the patients 
came between 1945 and 1952. 

Country of origin.—Twelve patients were born 
and brought up in the United Kingdom and 
Eire. There were 19 from the European coun- 
tries including Germany, France, Italy, Russia, 
Czechoslovakia, Hungary, Yugoslavia and Po- 
land. One patient each was from Newfoundland 
(before 1949), Trinidad, Australia and Malta. 

Occupation in Canada—Seventeen patients 
were unskilled labourers. There were eight office 


*From Brant Sanatorium, Brantford, Ont. 


workers, seven housewives and domestics, one 
cook, one nurse’s aide and one farmer. 

Methods of discovering cases—Industrial sur- 
veys and routine employment x-raying were re- 
sponsible for the detection of fourteen cases. 
Nineteen patients were found to have the dis- 
ease when they took sick and sought medical 
advice. Two cases were found through routine 
hospital admission x-raying and “contact” ex- 
amination. 

Diagnosis—There were 30 cases of pulmonary 
tuberculosis, all bacillary except one, two cases 
of tuberculous lymphadenitis as proved by 
biopsy, and three cases of pleurisy with effusion. 

Duration before diagnosis—This is the interval 
between the arrival of the immigrant in Canada 
and the taking of the first abnormal chest x-ray 




















TABLE I. 
AGE AND SEx DISTRIBUTION 
Age Male Female Total 
PP ee ese. oic ee ae 14 9 23 
NOs 56s Se eee es 4 Z 6 
Dp Sieacese Pause 5 1 6 
COUN besiciccens, os 23 12 35 





or the onset of definite tuberculous symptoms. 
There were three cases in whom the diagnosis 
was made within a month of their arrival in 
Canada. In almost one-half of the cases this 
interval was shorter than a year. Table II shows 
this interval in relation to the diagnosis. 

Past history of tuberculosis.—Four patients 
had suggestive evidence in their histories or 
previous chest x-rays, of clinical tuberculosis. 


DIscuSssION 


Theoretically, these tuberculous recent immi- 
grants could be classified as follows: (1) those 
who were infected for the first time after 
arrival; (2) those who were re-infected or were 
having exacerbation of some old tuberculosis; 
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(3) those who were infected before emigration 
and the disease manifested itself soon after ar- 
rival; (4) those who were having active disease 
and were admitted into the country by mistake. 
In practice, it is not always possible to classify 
every case. The present analysis showed that 
even in such a small number of patients, there 
were cases belonging to each of the above 
classes. 

One case of far advanced pulmonary tuber- 
culosis was diagnosed in less than a month of his 
arrival. The patient was a young man from 
Germany. He brought with him his wife and a 
child and lived in the Immigrants Camp in Ajax, 
Ontario. He did some clerical work while in the 
camp. On the twenty-second day of his arrival, 


TABLE II. 





DURATION OF IMMIGRANT IN CANADA BEFORE DIAGNOSIS 








Number of cases under each diagnosis 











Tuber- 
Pleurisy culous 
Duration in Mod. Far. with lympha- 
Canada Min. Adv. Adv. effusion denitis 

Less than 1 

month. ....... 2 1 
1 to 5 months... 2 1 3 
6 to 11 months.. 3 3 
12 to 17 months. 1 5 
18 to 23 months. 2 Z Z 
24 to 35 months. 2 3 1 
36 and over..... 1 1 





he had a hemoptysis and tuberculosis was soon 
diagnosed. An x-ray which was taken in Germany 
two months before he emigrated, was reviewed 
but no abnormality could be seen. Probably the 
man was infected in Germany but the disease 
did not manifest itself until he was in Canada. 

Two cases of minimal tuberculosis were diag- 
nosed within a month of the immigrant’s arrival. 
One case did not have a technically satisfactory 
pre-emigration film and her disease was dis- 
covered when she was requested to have another 
x-ray upon arrival in Canada. This case was 
definitely “preventable”. The other case was a 
man from the U.K. His disease was discovered 
within two weeks of his arrival in Canada when 
he had a pre-employment chest x-ray taken. He 
said that he had had an x-ray taken before 
smigration and it was presumably satisfactory. 
However, we did not have this film for a review. 

All three cases of pleurisy with effusion were 
diagnosed within six months of the patients’ 
arrival in Canada. If these were considered im- 


CHEUNG: TUBERCULOSIS 33] 
















































mediate post-primary manifestations, then these 
cases must have been infected either shortly 
before or shortly after their arrival. In any case, 
the disease would be detected soon after landing. 

The analysis showed that a significant number 
of the patients were hard working young men 
from Europe. The majority of them were not 
married and had no relatives in Canada. Being 
new to the country, many had to make a fair 
amount of adjustment in their lives and for the 
few years following immigration, they lived not 
infrequently under constant stress and strain. It 
is not without some justification to assume that 
during this critical period these immigrants have 
poorer resistance to infection and greater tend- 
ency for old disease to exacerbate. Presuming 
then that the tuberculosis case rate was higher 
in recent immigrants than in a comparable group 
in the general population, supervision of this 
susceptible group with periodic chest x-rays 
might be a worthwhile public health measure. 
A much wider study will have to be undertaken 
to determine the validity of such an assumption. 

In the case of the prospective immigrant, a 
good chest x-ray taken shortly before emigration 
must be an essential part of the medical exami- 
nation. Any suspicious case will need more than 
one x-ray and these should be taken at an 
interval of several months to see if there were 
any change. 


SUMMARY 


An analysis of 35 cases of tuberculosis occurring 
in recent immigrants is presented. Radiological 
supervision of immigrants during the critical 
period of several years following landing is. 
suggested. 


The author is grateful to Dr. J. S. Hazen, Superintend- 
ent, Brant Sanatorium, for helpful suggestions. 





The. diagnosis of pancreatitis is sometimes made for 
the first time at operation or at post-mortem examina- 
tion, either because clinical and laboratory evidences of 
the disease were not sufficiently clear or because they 
were not carefully sought out and interpreted. Increas- 
ing familiarity with the clinical and laboratory mani- 
festations of the disease will no doubt reduce the num- 
ber of undiagnosed cases. It may be hoped that new 
laboratory procedures will be devised which are even. 
more helpful than those now in use.—E. E. Wollaeger,. 
Surg., Gynec. & Obst., 96: 371, 1953. 
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COMPLICATIONS OF BLOOD 
TRANSFUSION 


B. P. L. MOORE, M.B.,* Vancouver 


IN THE LAST FEW YEARS at least three excellent 
books have appeared on Blood Transfusion, 
its clinical aspects, and the technical problems 
involved.’ *»* A digest of present day opinion in 
this field appears appropriate, however, for it 
would seem that clinical awareness of the com- 


plications which may result has not grown in --: 


direct proportion to the increased availability 
of blood. 


The ill-effects which may complicate a trans- 
fusion can be classified as follows: (1) Pyrogenic. 
(2) Contamination of blood. (3) Citrate intoxica- 
tion. (4) Transmission of Disease. (5) Allergic. 
(6) Hemolytic. (7) Circulatory overload. 


1. Pyrogenic.—These reactions are generally 
caused by the presence of the products of bac- 
terial growth in the anti-coagulant solution, or 
in the sets used in collection or administration 
of the blood. Improperly cleaned equipment, in 
which dried blood or protein still remains, will 
have the same effect. They may be brought on, 
however, by factors in the donor plasma which 
are themselves pyrogenic,° by minor hemolytic 
reactions, or by contamination of the blood. 


The principal characteristic is fever commenc- 
ing during, or shortly after, the transfusion and 
lasting for some hours. This is usually accom- 
panied by headache, restlessness, and chills, 
while in severe cases rigors, nausea, and vomit- 
ing, may be present. The blood pressure rarely 


falls. 


The most important factor in prevention of 
these reactions is the constant preparation of 
clean, pyrogen-free, sterile, equipment and anti- 
coagulant. It has been pointed out that warming 
the patient thoroughly both before and during 
the transfusion will cut down the incidence. 
Warming the bottle, on the other hand, is both 
dangerous, and without advantage, in most 
instances. There is no increase in febrile re- 
actions following the use of preserved blood as 
opposed to freshly drawn blood.* Alleviation of 
. symptoms may be procured by slowing down 
the rate of transfusion, and some authors recom- 
mend the intravenous injection of 10% calcium 
gluconate into the other arm. 





*Provincial Medical Director, B.C. Depot, Canadian Red 
Cross Blood Transfusion Service. 
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2. Citrate intoxication.—It is generally agreed 
that in adults even large amounts of citrated 
blood administered over a short period of time 
are unlikely to cause symptoms such as tetany, 
or reduced clotting power, in the recipient. 
Mollison® suggests that harmful effects are un- 
likely with a dosage below 330 mgm. di-sodium 
citrate per kilogram per hour. With the Canadian 
Red Cross anti-coagulant, a rate of not more 
than 70 c.c. of blood per kilogram per hour 
should be administered, which is equivalent to 
four litres of blood per hour in an average sized 
adult. 


In infants and young children the possibility 
of tetany is less remote. In replacement trans- 
fusions, and whenever relatively large volumes 
of blood have to be administered, the use of 
packed cells is an advantage. The removal from 
the bottle of the majority of the citrate-plasma 
reduces the chance of citrate-intoxication. 


3. Contamination of blood.—It is possible that 
at the time of collection some bottles of blood 
may be contaminated. The bactericidal proper- 
ties of freshly-drawn blood remove this threat 
however, and cultures taken in the first twenty- 
four hours are invariably sterile.? The bacteria 
usually enter the bottle from the donor’s skin 
which, though “disinfected” at the time of collec- 
tion, is probably seldom rendered completely 
sterile. 

Contamination may also arise from improperly 
sterilized equipment. “Batches” of blood in the 
commercial sense of the term are non-existent, 
and therefore cannot be tested before release as 
are manufactured parenteral solutions. To im- 
pose a sterility test on each bottle of blood is 
both impracticable and even dangerous, In prac- 
tice, the above potential sources of contamina- 
tion can be eliminated by meticulous attention 
to technique during all phases of equipment 
preparation, and during collection of the blood. 

Gross infection of the blood will lead to a 
fulminating type of septicaemia, while slight con- 
tamination may cause only the symptoms of a 
“febrile” reaction. Blood is such an excellent 
culture medium that it must be subjected to 
adequate refrigeration between 35 and 40° F. 
because at these temperatures few bacteria have 
the power of multiplication and the donor 
erythrocytes are best preserved. Therefore, while 
one bottle of a series is being transfused, 
the others should be kept in the refrigerator 
until the last moment. Blood left at room temper- 
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ature for more than half an hour before admin- 
istration commences should not be transfused, 
but should be returned to the hospital laboratory 
as probably unfit for further use. 

At the present time, a reaction of this type is 
rarely seen. It, nevertheless, remains a threat 
prevented only by care at every step. One point 
which, in our experience, requires emphasis, is 
the necessity of administering packed cells with- 
in six hours of their preparation. Despite all 
precautions being taken in removing the plasma- 
citrate, packed cells should be regarded as pos- 
sibly infected, and transfused upon receipt. 

4, Transmission of disease.—Homologous serum 
jaundice, with an incubation period of between 
35 and 150 days, is relatively rare following the 
transfusion of whole blood but remains a hazard 
to the recipients of dried plasma or serum. Ir- 
radiation of plasma by ultra-violet light at the 
time of the drying process has diminished the 
frequency of this disease in large-pool plasma, 
but has not eradicated it. 

The blood of donors who have ever had 
malaria, or who have recently been in malarious 
areas, should not be used as whole blood. The 
malarial parasites are said to survive at refriger- 
ation temperature for days or even weeks.’ Every 
precaution must be taken to, exclude such per- 
sons as donors, although to use their blood for 
plasma production is reasonably safe. 

The presumptive Kahn test should be per- 
formed on all donations of blood. Bottles with a 
positive test may safely be used in plasma pools 
as it is reasonably certain that the spirochetes 
do not survive for more than seventy-two hours 
at refrigeration temperature, and certainly not 
through the freeze-drying of plasma processing. 

A syndrome variously called “exogenous 
hemochromatosis” and “transfusional hzmo- 
siderosis” might be mentioned here. Some pa- 
tients receiving multiple transfusions over a 
period of time for chronic anzemia develop tissue 
changes which Schwartz and Blumenthal*® say 
are the end result of the deposit and subsequent 
irritating action of excess amounts of iron in the 
parenchymatous tissues. It has been suggested 
that cellular degenerative processes and local 
nutrient deficits, possibly due to the underlying 
anzmia, may be partially responsible for the 
tissue siderosis and fibrosis.’ 

5. Allergic—The characteristics are urticaria, 
angioneurotic oedema, or asthma, often accom- 
panied by fever, headache, restlessness, epigastric 
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discomfort, and vomiting. The cause may be 
either the response of an allergic recipient to an 
antigen in the donor plasma, or the transfer of 
sensitivity from an allergic donor to a normal 
recipient. 


It is commonly supposed that an allergic re- 
action on the part of the recipient is solely at- 
tibutable to the donor blood. Maunsell® trans- 
fusing both allergic and non-allergic subjects 
with dried serum found that the majority of 
the allergic recipients developed urticaria while 
no reaction was shown by the control subjects. 
Skin-tests with dried serum yielded much the 
same result. It would seem then, that allergic 
reactions depend upon an abnormality in the 
recipient rather than in the donor; the exception 
being the passive transfer of antibody from 
donor to recipient, not usually manifest at the 
time of transfusion, and rare, because of exclu- 
sion of donors in an active stage of allergy. 

6. Hzmolytic—A hemolytic reaction is the 
result of the transfusion of incompatible blood, 
or of blood already hzemolyzed. By incompatible 
is meant any antibody-antigen reaction which 
appreciably shortens the life span of either the 
transfused cells or of the recipient’s own red cells. 
A bottle of blood contains erythrocytes of all 
ages. On reaching the recipient, the most aged 
commence to be eliminated, and gradually in 
linear progression all the transfused cells are de- 
stroyed, until at about one hundred days after 
the transfusion, on an average, no transfused 
cells can be demonstrated in the recipient’s 
circulation. 

Depending upon the serological circumstances, 
the donor cells may be eliminated completely 
within a few hours, a few days, a week, or more. 
Very rapid destruction of donor cells occurs 
principally in the presence of an iso-hzemolysin 
found normally in about 20% of persons, and 
only within the ABO system. Complete destruc- 
tion of donor cells within a few days can be 
brought about by high titre antibody against the 
antigens of the ABO, Rh, and MNS systems, 
Kell, Duffy, and others of the lesser known 
groups. 

The severity of symptoms will vary to a great 
extent with the speed of elimination of the trans- 
fused cells, for upon this depends the degree of 
hzmoglobinemia and hemoglobinuria. With an 
active hemolysin in the circulation intra-vascular 
hemolysis will occur giving rise to gross hemo- 
globinuria, and its attendant symptoms. With no 


















































































































































































































































































































334 Moore: TRANSFUSION COMPLICATIONS 


hemolysin present, hemoglobinzmia is likely to 
occur only when the rate of red cell destruction 
overloads the normal mechanism for converting 
hemoglobin into bilirubin. The activity of the 
hemolytic mechanism may also be limited by 
depletion of complement or iso-antibody in the 
recipient,'® which might account in part for the 
absence of severe symptoms when a large volume 
of ABO incompatible blood is administered, a 
phenomenon occasionally seen. 


Delayed destruction of the donor cells is the 
more usual finding, fortunately. Mollison* ° 
divides this group into those cases in which in- 
compatibility is evident, though mild, at the 
time of transfusion, and those cases in whom 
evidence of incompatibility is only to be found 
after an interval of perhaps a week. 

In the first type, there may be signs of a febrile 
reaction perhaps with jaundice which soon dis- 
appears. The haemoglobin shows little or no 
increase following the transfusion. It has been 
suggested that in such cases a weak antibody is 
present which causes an immediate but slight 
increase in the rate of elimination of the donor 
cells. After a few days, as a result of the stimulus 
of the incompatible blood, the recipient forms 
more antibody which accelerates the elimination 
of the transfused blood. 

In the second type there are usually no symp- 
toms at the time of transfusion. The hemoglobin 
does not show the anticipated rise and after a 
short interval it may commence to fall. In such a 
case, the recipient responds after an interval to 
the stimulus of the incompatible blood, produces 
antibody, and an increased rate of destruction 
of the transfused cells results. 

These two types of reaction are easily missed 
clinically. Post-transfusion hemoglobin de- 
termination should point to their presence. 

Muirhead** in a valuable study of transfusion 
reactions, investigated nine cases in whom a 
hemorrhagic state developed following trans- 
fusion of incompatible blood. Five of these were 
surgical patients in whom profuse oozing of 
blood was demonstrated either during, or shortly 
following, the transfusion. The etiology remains 
unknown, although it was thought that an in- 
crease in heparin-like substance, or a sensitivity 
to heparin, might be partially responsible. 

There are at least 30,000 combinations of blood 
groups to any of which both donor and recipient 
may belong. Standard cross-matching only con- 
siders eight of these combinations, because, 
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fortunately, antibodies are infrequently produced 
among the lesser known groups. Cross-matching, 
therefore, cannot completely exclude incom- 
patibility, but, if it is directed primarily at the 
ABO and Rh systems, one can be reasonably 
certain of avoiding a hemolytic reaction. This 
statement is only true, however, if a sensitive 
technique is employed. For instance, using anti- 
D sera of different strengths, Dodge’! showed 
that the simple, and still frequently used, saline 
slide or tile technique showed as compatible 


. 60% of samples which the more sensitive tube 


method using bovine albumin named incom- 
patible. The latter method will also demonstrate 
incompatibility caused by most of the rarer 
groups. The indirect anti-human globulin test is 
the most sensitive of all, but is not practicable 
for testing any large volume of specimens. This 
test is, however, used as a check on the routine 
method employed in cases who have previously 
received many transfusions. 


No matter how accurate and sensitive the 
laboratory technique may be, the result of the 
test is predicated upon the cross-match speci- 
men coming from the right patient. In the past 
few years, we have come across several instances 
of severe hemolytic reactions directly attribut- 
able to an apparently correctly labelled speci- 
men coming from a different patient altogether. 
The result was that the recipient was transfused 
with unmatched blood of another group. Of 
course, laboratory, or clerical error will lead to 
the same unfortunate result, but this is unlikely 
with fully trained methodical technicians. 

Despite the fact that most authorities agree 
that hemolytic reactions are nowadays almost 
invariably associated with Rh incompatibility,° 
most transfusion services and hospital blood 
banks have difficulty in supplying, from time to 
time, at short notice, all of the large volume of 
Rh negative blood which some Rh negative pa- 
tients require during surgery. Female Rh nega- 
tive recipients must always be transfused with 
Rh negative blood because of the chance that 
“sensitization” will cause neonatal hemolytic 
disease in future children. On the other hand, 
where the transfusions are closely spaced, and 
where a sensitive cross-match technique is used, 
the use of Rh positive blood to transfuse Rh 
negative male recipients appears justifiable 
when Rh negative blood is not immediately 
forthcoming, and the patient requires transfusion 
without delay. 
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The immediate effects of such action are de- 
scribed by Klein et al.1° who investigated a series 
of Rh negative recipients of Rh positive blood. 
Following 184 transfusions to 17 recipients over 
varying periods of time, 70% of the patients de- 
veloped albumin anti-Rh, but only 18 reactions 
were reported, and these were classified as chills, 
urticaria, or chills and fever. No instance of a 
severe hemolytic reaction was seen, although 
one might well have occurred. No post-trans- 
fusion hemoglobin determinations were done, 
nor were the survival times of the transfused 
cells estimated, but, in view of the 10% reaction 
rate, it would seem that some, at least, of these 
reactions should be re-classified as “mild hamo- 
lytic” in type. 

The more remote consequences of transfusing 
Rh incompatible blood must be borne in mind. 
70% of the cases mentioned above developed 
albumin anti-Rh. If these were repeatedly trans- 
fused with Rh positive blood, the donor blood 
would “be destroyed with increasing rapidity as 
the degree of iso-immunization increased”.° 
However, with a sensitive cross-match using 
bovine albumin, incompatibility would be dem- 
onstrable, and Rh negative blood could be sub- 


stituted before any severe reaction occurred. 


The above remarks have all dealt with an in- 
creased rate of destruction of the donor cells. 
If un-matched group O blood containing an 
“jmmune’ form of anti-A or B, together with the 
equivalent iso-hzmolysin, is transfused into a 
recipient of another group, then the recipient's 
own erythrocytes may be eliminated at an in- 
creased rate due to the donor antibody. This 
applies in particular to recients of groups A or 
AB, as anti-A of “immune” character has been 
demonstrated in the blood of some 15% of 
normal persons.'* !4 

Crawford et al.‘* found that when the saline 
anti-A agglutinin titre was below 1:200, “im- 
mune’ anti-A could be demonstrated in only 
5% of their series. They also showed that the 
strength of the hemolysin usually varied directly 
with the titre of “immune” anti-A. Ervin and 
Young?” 75> showed that the “immune” form was 
not easily neutralized by group specific sub- 
stances, although the hemolysin titre was re- 
duced more readily. 

Cross-matched blood should always he used, 
but emergencies will sometimes happen when 
to wait twenty or thirty minutes is too long for 
the patient’s safety. To ensure that the un- 
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matched group O blood is reasonably safe, it 
would seem advisable to test for hzmolysins 
when the blood is being grouped after collection, 
and to mark those bottles with anti-A hemolysin 
“For Group O Recipients Only”. Alternatively, 
the method practised in many centres of exclud- 
ing bottles with an anti-A agglutinin titre of over 
1:200 for un-matched use will reduce the risk, 
but, on the above evidence, 5% of these bottles 
may still be “dangerous”. The use of group 
specific substances after the above screening pro- 
cesses may well reduce the risk still further. 


Another question may arise following the 
transfusion of unmatched group O blood. Of | 
group A persons, 80% belong to the subgroup 
A, and 20% to the subgroup A,. If group O 
blood with a high titre of anti-A (which is con- 
sidered to be of two types: (a) Alpha reacting 
with both A, and A, cells, and (b) anti-A, re- 
acting with A, cells alone) is transfused into a 
recipient of group A,, then the donor Alpha 
antibody may be completely absorbed by the 
recipient’s A, cells leaving the transfused anti-A, 
free in the circulation. A further transfusion with 
A, cells might lead to their rapid elimination due 
to this antibody.*:'* An instance such as this 
might occur when un-matched blood is given 
while waiting for the arrival of matched group 
A blood; the cross-specimen taken before the 
first transfusion would show compatibility. 
While this possibility will only occur with high- 
titred group O blood, probably containing im- 
mune anti-A, nevertheless one can guard against 
its appearance by following un-matched group 
O blood with blood of the same group, or taking 
a post-transfusion sample for cross-matching with 
group A blood. 


Hemolysis of the bottle of blood before it 
reaches the patient is very seldom found in any 
proficient transfusion service or blood bank. Im- 
proper storage due to intermittent refrigeration, 
or more rarely due to contamination, is the cause. 
Inspection of each bottle just before it is given, 
at the same time that the bottle number, and the 
name and hospital number of the recipient are 
checked on the cross-match requisition, should 
be routine. 

7. Circulatory overload.—Overload of the cir- 
culatory system is the commonest of the serious 
ill-effects which may follow transfusions. In any 
patient who shows signs of diminished cardio- 
vascular reserve, care in the rate and _ total 
volume of the transfusion should be taken. In 
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particular, cases of chronic severe anzemia should 
be watched. It is also possible to over-transfuse 
the circulation in young infants and children. 
The characteristics of such a reaction are 
dyspnoea, cyanosis, and perhaps a dry cough, 
during or shortly after the transfusion. Engorge- 
ment of the cervical veins is a reliable sign. Pul- 
monary oedema is terminal. 

Three methods of prevention have been put 
forward. Mollison* suggests that warming the 
patient will have the effect of increasing the vital 


capacity. As part of the increase in blood volume .. 


produced by transfusion may be accommodated 
by the pulmonary circulation, then if the vital 
capacity is increased, the risk of cardiac over- 
load may be diminished. It has also been sug- 
gested that to have the patient sitting up in bed 
rather than lying recumbent will be of help, as 
well as making engorgement of the cervical veins 
evident should it occur. The rate of transfusion 
should, of course, be slow, between 0.5 c.c. and 
1 c.c. per pound of body weight per hour, and 
the total volume administered in one day should 
be restricted to 500 c.c. This will be of no dis- 
advantage if packed cells are used. 


SUMMARY 

A review has been made of the principal 
complications which may afflict the recipient of 
a blood transfusion. The mortality following 
transfusion is low. Nevertheless, in view of the 
potential hazards, it does not appear justifiable 
to administer blood without a brief summation 
of the purpose for which it is intended, whether 
it can accomplish this purpose, and the minimum 
volume required to do so. Blood should only be 
administered to make good a deficiency in one 
or more of the constituents of the circulatory 
fluid which is not better accomplished by other 
means. 
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RESUME 


Les transfusions peuvent étre suivies des complications 
suivantes: (1) Réaction due aux agents pyrogénes, (2) 
Intoxication au Citrate, (3) Infection due 4 une contami- 
nation du sang, (4) Transmission d’une maladie, (5) 
Réaction allergique, (6) Réaction par hémolyse et (7) 
Surcharge circulatoire. 

1. La Réaction due aux agents pyrogénes est ordinaire- 
ment due a la présence de produits de croissance 
bactérienne dans la solution anti-coagulante ou dans les 
tubes mal lavés ou stérilisés, servant aux prélévements 
et aux transfusions; elles peuvent aussi étre dues a cer- 
taines facteurs se trouvant dans le plasma du donneur 
ou encore a de petites hémolyses ou a la contamination 
du sang. Les symptémes consistent en de la fiévre ar- 
rivant pendant ou peu aprés la transfusion et durant 
quelques heures. Il y a aussi céphalée, agitation, frissons 
et dans certains cas plus graves, nausées, vomissements 
et rigidité. Le fait ” réchauffer le patient avant et 
pendant la transfusion diminue l’incidence de la créac- 
tion. Il peut-étre dangeureux de réchauffer le sang. Le 
sang de banque ne donne pas plus de réactions que le 
sang frais. L’injection de gluconate de calcium et le 
ralentissement de la transfusion peuvent diminuer les 
symptémes. 

2. Chez l’enfant et le bébé le sang contenant du 
citrate, si donné rapidement peut provoquer de la tétanie 
de sorte que si de grandes quantités de sang ont a étre 
données il est préférable Fuaslnne les érythrocytes 
concentrés. Chez l’adulte ce danger est lointain. 

3. La contamination de certaines bouteilles est toujours 
ossible. Les propriétés bactéricides du sang frais 
iminuent ce danger. Les bactéries proviennent de la 

peau du donneur ou de I’équipement mal stérilisé. De 
grandes précautions d’asepties représentent le seul moyen 
d’éviter cette contamination qui peut donner lieu 4 une 
— fulminante ou simplement 4 une réaction 
fébrile. Le sang doit étre gardé 4 35°-40° F. ce qui 
protége des globules rouges et prévient la multiplica- 
tion bactérienne. Il doit étre administré aussitét sorti du 
réfrigérateur. Les érythrocytes concentrés doivent étre 
donnés en dega de six heures de leur préparation. 

4, Liictére 4 sérum homologue arrive plutét aprés 
Yadministration de plasma désséché ou de sérum. Sa 
période d’incubation est de 35 4 150 jours. L’irradiation 
ar les rayons ultra-violet pendant le désséchage diminue 
incidence de la maladie. On ne doit jamais donner le 
sang comme tel d’un individu ayant eu la malaria, mais 
on peut en faire du plasma. Le Kahn doit toujours étre 
fait et si la réaction est est positive on peut faire du 
plasma du sang de ce donneur sans craindre de trans- 
mettre la maladie, les spirochétes étant détruits aprés 
72 heures de réfrigération. 

L’hémochromatose d’origine exogéne et l’hémosidérose 
ost-transfusionnelle peuvent se produire aprés des trans- 
usions répétées par déposition de grandes quantités de 

fer dans le paranchyme. 

5. L’urticaire, l’oedéme angioneurotique ou |’asthme 
souvent accompagné de fiévre, céphalée, agitation, 
malaise épigastrique et vomissements caractérisent les 
réactions d’allergie. Il semble qu’elles soient plutét dues 
a une anomalie du receveur plutét que du donneur. 

6. L’hémolyse résulte de l’administration d’un sang 
incompatible ou déja hémolysé. L’incompatibilité se 
traduit par une réaction anti-corps-antigéne qui diminue 
la survie des globules transfusés. Une destruction trés 
rapide des globules du donneur se produira surtout en 
présence d’une iso-hémolysine qui se trouve normalement 
chez 20% des individus, et seulement dans le systéme 
A B O. La gravité des symptomes variera suivant la 
rapidité d’élimination des globules qui réglera ’hémo- 
globinémie et l’hémoglobinurie. Deux types de réactions 
se rencontrent. Dans le premier, l’incompatibilité est 
évidente bien que minime au moment de la transfusion 
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et alors il y a réaction fébrile et ictére disparaissant 
rapidement. Dans le deuxiéme ou l’incompatibilité ne se 
montre qu’aprés quelques jours; il n’y a pas de réaction 
pendant la transtusion mais lhémoglobine n’augmente 
pas tel que prévu et méme diminue aprés quelque temps. 
Dans le premier il y a présence d’un faible anticorps et 
dans le second l’anticorps est produit par le récipien- 
daire; dans les deux cas il y a hémolyse. Cliniquement 
ces réactions peuvent passer inapercues si on ne déter- 
mine pas le taux d’hémoglobine. 
On a vu des patients faisant des hémorragies aprés des 
transfusions. Il y a au moins 30,000 combinaisons de 
roupes sanguins. Heureusement Jes 8 principaux sont 
Seeatesioks couramment, mais il n’en reste pas moins 
qu il puisse se produire des réactions d’incompatibilité 
dues aux autres groupes non déterminés. 
Les femmes Rh négatives devront toujours recevoir du 
sang Rh négatif a4 cause du danger d’hémolyse chez 
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leurs bébés 4 venir. D’autre part, on pourra donner du 
sang Rh négatif aux hommes en cas d’urgence, mais 
apres vérification. Toutefois, si lon donne du sang Rh 
positif trop souvent a un patient Rh négatif les globules 
du donneur seront détruits de plus en plus rapidement. 

7. La surcharge circulatoire se produit fréquemment 
chez les transfusés ayant une diminution de la réserve 
cardio-vasculaire. Donc, le taux et le volume du sang 
donné doivent étre surveillés chez les anémiques chroni- 
ques graves et les bébés. La réaction se produit sous 
forme de dyspnée, cyanose et peut-étre toux séche pen- 
dant ou aprés la transfusion. Le gonflement des 
jugulaires est un signe fiable et ’cedéme pulmonaire est 
terminal. Pour prévenir on suggére de réchauffer le 
patient, de l’asseoir plutét que de le coucher pendant la 
transfusion, d’administrer le sang lentement: 0.5 cc a 
1 ce par livre de poids par heure, et de ne pas donner 
plus de 500 ce par jour. 





A CLINICAL STUDY OF A 
NEW SULFONAMIDE IN THE: 
TREATMENT OF URINARY 
INFECTIONS* 


J. P. BOURQUE, F.R.C.S.[C.], 
F.A.C.S., F.I.C.S.* and 
JEAN JOYAL, M.D., Montreal 


SINCE THE ADVENT of Nu-445, very few sulfona- 
mides have been reported on or studied 
clinically due probably to the fact that the anti- 
biotics and other previously known sulfa drugs 
have already afforded urologists and general 
practitioners a wide range for selection in their 
cases of urinary infections. A new sulfonamide, 
“Thiosulfil” (commercial name of sulfa-methyl- 
thiodiazol, 0 gr. 25 to a tablet) has recently made 
its appearance in Canada, and we wish to sub- 
mit in this report the results of our clinical in- 
vestigation concerning the therapeutic value of 
this new compound. 

We chose this compound on account of its 
high solubility and thus low toxicity, as reported 
by A. Rune Frisk.’ 


CasE MATERIAL AND PROCEDURE 


Thiosulfil was administered to 50 patients with 
urinary tract infections: 29 males, ranging in age 
from 32 to 76 years, and 21 females whose ages 
ranged from 19 to 62 years. The diagnosis was 
as follows: 


25 patients with cystitis 

— “ B.P.H. and cystitis 
infected bladder tumours 
pyelitis . 
stress incontinence 
urethritis 

ureteral stone 


me DD 


*Associate Professor at the University of Montreal, Chief 
of the Section of Urology at the Hotel Dieu. 
¢Senior Resident in Urology at the Hotel Dieu. 





patients with bladder neck contracture 

= ‘“* infected hydronephrosis 

interstitial cystitis 
infected renal cyst. 
Of these, 25 were hospitalized at the time of 
study, which was undertaken in the Department 
of Urology, Hotel-Dieu Hospital, Montreal. 
Another group of 25 ambulant outdoor patients 
was also studied in the same way. 

Urine cultures were obtained at 3 to 5 days’ 
interval in the usual manner and Thiosulfil was 
administered per os at the rate of 144 gm. (2 
tablets) q.4h. for 4 doses daily—making a total 
of 2 gm. per day. This schedule was rigidly fol- 
lowed, regardless of the degree of severity of the 
infection. All 50 patients received the same daily 
quantity of the drug and dosage was never re- 
duced or increased, so as to obtain a uniform 
basis to work on. However, it was understood 
that if signs of renal insufficiency or untoward 
effect of the drug appeared in any one patient, 
the drug would immediately be discontinued in 
that particular case. Urologic manipulations, 
endoscopic and open surgical treatments were 
carried out when and wherever it was deemed 
necessary. Penicillin and streptomycin were ad- 
ministered routinely for 3 days postoperatively 
in all surgical cases and for open surgery cases 
under general anesthesia. Thiosulfil was not 
given during those 3 days for obvious reasons. 


“cc “c“ 


= 


“cc “cc 


CLINICAL RESULTS 


Table I gives us a complete list of all hospital- 
ized patients studied, with their respective diag- 
nosis and infecting organism, the results obtained 
in each case, these results being sub-divided 
into three groups, the first being those cases 
where the cultures eventually became negative, 
the middle group comprising those cases where 
after chemotherapy, urinalysis showed less than 
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10 W.B.C. per high power field, a few bacteria 
(1 plus) and a positive culture (1 plus), compared 
to 40 or more W.B.C. per H.P.F.—bacteria 4 plus 
and a positive culture 4-plus before treatment, 
and the last where little or no change was ob- 
served. These results are classified clinically as 


good, fair and poor respectively. The three last 
columns of Table I show the total number of 
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required all of 20 days. On the whole, it works 
out to an average of 7 days. All 10 successful 
cases, with reference to the last column on the 
right in Table I, never had an indwelling catheter 
for more than 3 days during Thiosulfil admin- 
istration, which is significant—proving once more 
that urine cultures become negative much easier 
and more rapidly when an indwelling catheter 

















TABLE I. 
(HospPITaLizEp PATIENTS ONLY) 
— Results" a Total No. 
Complete Partial eradi- No eradica- of days on 
eradication of cation of tion of Number of Sulfa retention 
Case Clinical Infecting infecting infecting infecting days crystals in catheter 
No. diagnosis organisms organism organism*  organismt on drug the urine (indwelling) 
1 Pyelitis Strept. fec. Yes 3 No 0 
2 B.P.H.-cystitis Esch. coli Yes 20 No 3 
3 B.P.H.-cystitis Esch. coli Yes 17 No 12 
4 B.P.H.-cystitis Esch. coli Yes 17 No 8 
5 Bladder tumour Esch. coli Yes 37 No 7 
6 Urethritis Esch. coli Yes 6 No 0 
7 B.P.H.-cystitis Esch. coli Yes ‘32 No 14 
8 Vesical papillomatosis 
(malign. ) Esch. coli Yes 32 No 7 
9 B.P.H.-cystitis Esch. coli Yes 17 No 8 
10 Pyelitis Strep. fee. Yes 3 No 0 
11 Ureteral stone Strep. fee. Yes 10 No 0 
12 Papilloma of the 
bladder Strep. feec. Yes 10 Yes 3 
13 Bladder 
carcinoma Esch. coli Yes 24 No 10 
14 Bladder neck 
contracture —_ Esch. coli Yes 8 No 3 
15 B.P.H.-cystitis Esch. coli Yes 3 No 3 
16 Stress inconti- 
nence Esch. coli Yes 3 No St 
17 B.P.H.-cystitis Esch. coli Yes 8 No 3 
18 B.P.H.-eystitis Esch. coli Yes 10 No 3 
19 B.P.H.-cystitis Esch. coli Yes 13 No 3 
20 B.P.H.-cystitis Esch. coli- 
. strep. Yes 10 No 3 
21 Stress inconti- 
nence Alk. fee. Yes 6 No 9t 
22 Hydronephrosis Alk. fee. Yes 6 No 
23 Renal lithiasis 
Hunner’s 
cystitis Esch. coli Yes 12 No 0 
24 B.P.H.-cystitis Esch. coli Yes 12 No 3 
25 Renal cyst Esch. coli Yes 8 Yes 0 
25 ei Va beads eases 10 (10%) 8 (32%) 7 (28%) 


*Decrease of 50% or more in number of growing colonies, W.B.C. per H.P.F. and bacteria. 
+Decrease of less than 25% in number of colonies, W.B.C. per H.P.F. and bacteria. ’ 
tUrine culture became negative before surgical repair of internal sphincter and consequent catheter drainage. 





days of treatment for each patient, microscopic 
finding of urinary sulfa crystals or not in each 
case, and the total number of days during which 
each patient had an indwelling catheter—this 
last fact having a direct bearing on the results 
obtained as will be shown later. 

Of the 25 hospitalized cases studied, 10 or 
40% returned negative cultures after 3 to 20 day- 
treatment with Thiosulfil. Of these, 9 required 
from 3 to 10 days, while the 10th case (No. 2) 


is used for only a very short period of time, or 
not at all. 

Another significant finding is that 7 patients 
who were successfully treated were markedly 
relieved of frequency and burning sensation on 
voiding, one was only slightly relieved, and two 
had no urinary symptoms such as those men- 
tioned. 

The urine of 8 other patients (or 32%) was 
almost completely cleared of infection, and we 





Canad. M. A. J. 
April 1953, vol. 68 



















feel sure that in 5 of these, if it had not been for 
the fact that hospitalization was no longer re- 
quired and these patients were discharged, 
negative cultures would have been returned 
shortly. It will be noted that cases No. 6, 12, 17, 
18 and 20 received the drug for from 6 to 10 
days only and were then discharged. For ex- 
ample, in patient No. 20, the only case of mixed 
infection in the whole series, culture became 
negative for enterococci after 5 days; and after 
10 days, W.B.C. per high power field were re- 
duced from 30 to 8, bacteria form 3 plus to 1 
plus, and number of coli colonies from 4 plus to 
1 plus. Two of the remaining three patients in 
this group, namely Nos. 5 and 8, had apparently 
reached a point where no further amelioration 
was expected, the first having had a segmental 
resection of the bladder for tumour with a supra- 
pubic wound that would not heal properly; the 


TABLE II. 
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organisms were Eschi. coli or Strept. faec. At no 
time were sulfa crystals found in the urine. 


FAILURES AND THEIR CAUSES 


Thiosulfil brought no change whatsoever in 
the urine of 7 patients, or 28%. In 4 of these, 
indwelling catheters were the stumbling block, 
having been left in for an average of 11 days 
per patient. Patient No. 3 had a retropubic 
prostatectomy and his space of Retzius drained 
quite a while; No. 4 could not void satisfactorily 
when his catheter was removed 3 days after 
T.U.R., and he had a catheter off and on after 
that. This patient’s urine was always cloudy and 
contained pus cells in large numbers, probably 
due to excessive sloughing. Patient No. 7 had 
dirty urine and 3 cultures preoperatively were 
loaded with B. coli. He submitted to a supra- 
pubic prostatectomy with immediate closure of 











RESULTS ACCORDING TO THE INFECTING ORGANISM 














—_____—_—— Results —————_——_——_- 
Good Fair 
No. of complete partial Poor 
cases % age Infecting organisms eradication eradication no change 
36 72% Colibacillus 10 (28%) - 12 (33%) 14 (39%) 
8 16% Strept. feecalis* 6 (75%) 2 (25%) 0 
4 8% Alka. feecalis 4 (100%) 0 0 
2 4% Coli and Strept. 0 2 0 
Total: 
50 20 (40%) 16 (32%) 14 (28%) 








*Does not include 1 case in which this organism was associated with B. coli and in which the former was eradicated. 





second being a case of incurable malignant 
vesical papillomatosis with extensive infiltration 
of the bladder wall. The third patient, No. 9, was 
apparently well on his way to voiding sterile 
urine after 8 days, for W.B.C. per H.P.F. were 
reduced from 16 to 2, there were no bacteria and 
the number of colonies was reduced from 4 plus 
to 1 plus. On the 17th day, although the pa- 
tient’s urine was grossly normal and clear, 
B. coli still grew on culture. This patient, dis- 
charged 2 days later, probably developed a cer- 
tain degree of resistance to the drug admin- 
istered, although a test of sensitivity and re- 
sistance was not done. 

In the group of 25 ambulant outdoor patients 
studied in the same way, where the diagnosis 
was that of cystitis, acute and sub-acute, without 
any other pathology, the results were more strik- 
ing, as there was only local infection; 16 patients 
had negative cultures after 5 days and 9 had 
the same after 8 days of therapy. The infecting 


the bladder. From the 9th postoperative day on, 
urine draining from the supra-pubic wound 
twice necessitated an indwelling catheter. Pa- 
tient No. 13 had an inoperable bladder carci- 
noma and he was_ subjected to palliative 
measures only, namely trans-vesical resection of 
the tumour. His catheter was left in for a total 
of 10 days. It is evident from the preceding 
data, that there was little hope of ever obtaining 
sterile urine in any one of those 4 patients. 
Moreover, antibiotics were administered for 3 
days postoperatively so as to hold infection down 
to a minimum: bacterizmia is always a menace 
and Thiosulfil probably did its share to keep 
the infection localized. 

As for the other 3 failures: one, No. 23, had 
previously received everything in the book with- 
out much benefit during previous frequent hos- 
pitalizations for interstitial cystitis, renal lithiasis 
and cystalgia, and we supposed he deserved a 
trial treatment with the new compound. We feel 
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that numbers 19 and 24, the last two failures in 
the group, should have responded better than 
they did. They were both given Thiosulfil before 
and after T.U.R. and, although their urine be- 
came relatively clear in a normal length of time, 
cultures remained strongly positive. These were 
classified as drug-resistant. With patient No. 9, 
we therefore had 3 cases of probable drug- 
resistance, although there may have been more 
which went unrecognized. 

There was no failure in the group of ambulant 
outdoor patients as in this series, the infection 
was not associated with other obstructive path- 
ology as they all had good bladder drainage. 


RELATION BETWEEN RESULTS, PATHOGENIC 

ORGANISM, AND CLINICAL DIAGNOSIS 

Escherichia coli was by far the worst offender, 
accounting for 36 infections, or 72%, of the total 
number. 


TABLE III. 
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cessful and in the one and only case of mixed 
infection, Strepto. fzecalis responded favourably. 
The four Alkaligenes faecalis cultures also became 
negative but their number is not too significant. 

The successful cases were practically all of the 
order of common urinary infections, the types 
that are relatively easy to cure with the proper 
medication, as can be seen in Table III. 

This table shows that of the total number 
of cases in our series, 25 or 50% had plain 
cystitis, 11 or 22% had a diagnosis of B.P.H. 


‘and cystitis, and of these, good results were ob- 


tained in only 2 or 18%, fair results in 4 or 36% 
and results were poor in 5 or 46%. The rest of 
the cases, 14 in all, are strung out pretty much 
individually, there being 4 cases of bladder 
tumour with results fair in 3 and poor in 1. The 
two pyelitis and two incontinence cases were 
all successful ones and 4 of the last 6 cases were 
also very successful. 





Resutts Listep ACCORDING TO THE CLINICAL DIAGNOSIS 





No. of 
cases Percentage Clinical diagnosis 
25 50% Cystitis 
11 20% B.P.H.-eystitis 
4 8% Bladder tumour 
2 4% Pyelitis 
2 4% Stress incontinence 
1 2% Urethritis 
1 2% Ureteral stone 
1 2% Bladder-neck contracture 
1 2% Hydronephrosis 
1 2% Hunner’s cystitis 
1 2% Renal cyst 
50 100% 


——_——————— Results —______——_ 


Good Fair 

complete partial Poor 
eradication eradication no change 

25 (100%) 

2 (18%) 4 (36% 5 (46%) 

2 (100% or — 

) 
2 (100%) 0 0 
1 

1 (100%) 

1 (100%) 

1 (100%) ; 

1 (100°%) 
35 8 7 





It will be noticed in Table II that all 7 failures 
were in this group. All failures were coli infec- 
tions—and the causes for 5 of these failures are 
given in the two preceding paragraphs (q.v.). 
The other two are apparently cases of resistance 
to the drug, as we have said. We all know that 
infections due to deep obstructive lesions or as- 
sociated with renal lithiasis and _ interstitial 
cystitis are extremely difficult to eradicate and, 
in our series, these lesions were all associated 
with B. coli. It could be expected that most 
failures would be B. coli infections because of 
the predominance of the latter (72% of the 
series ). 

Table II also shows that enterococcus was 
eradicated very well, 6 out of 8 cases being suc- 


INTERPRETATION OF RESULTS 


1. Infecting organism (Table II).—(a) For 
coli infections, 36 or approximately 72% may 
be classified as fair to good results, and 28% 
as poor. (b) For streptococcal infections, all 8 
may be classified as fair to good results. (c) For 
Alk. faecalis, our 4 cases were successful. (d) 
Coli and enterococcus—fair result in 2 cases. 

2. Clinical diagnosis (Table III).—(a) Cys- 
titis:—of 25 cases, 25 or 100% good results. (b) 
B.P.H. with cystitis:—of 11 cases, 6 or 54% fair 
to good, 5 or 46% poor. (c) Bladder tumour:— 
of 4 cases, 3 fair to good, 1 poor. (d) Pyelitis:— 
2 cases, all successful. (e) Stress incontinence:— 
2 cases, all successful. 
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OTHER CONSIDERATIONS 


Tolerance.—Thiosulfil was tolerated by all 50 
patients in this series, not one severe complica- 
tion appearing in relation to the administration 
of the drug, the daily dosage being far from 
excessive. However, three patients each received 
as much as 64 to 74 grams’ total quantity during 
their stay in hospital and of these, one (No. 8) 
kept complaining of slight gastric distress with 
flatulence. The latter symptoms also appeared in 
two more cases, Nos. 4 and 12, but in each 
instance the reaction was extremely mild and 
caused no concern. A skin reaction in the form 
of a very discrete rash, occurred in only one case, 
No. 22, but luckily his urine culture had become 
negative in short order. One patient, No. 24, 
complained of pruritus without rash. 

Solubility —Crystalluria appeared in two cases 
only. In patient No. 12, who had also presented 
flatulence, sulfa crystals were found in the urin- 
ary sediment on one occasion, at the beginning, 
but repeated microscopic examination during the 
course of treatment failed to reveal crystals or 
red blood cells. The same can be applied to case 
No. 25. Fluids were forced only in those patients 
who had a transurethral prostatectomy, but 
alkalies were not administered as an adjuvant. 

As for all other sulfonamides, Thiosulfil was 
not given to patients with chronic renal insuffi- 
ciency; the patients in our series had necessarily 
relatively good renal function. 


CONCLUSIONS 


The effectiveness of a new sulfonamide (sulfa- 
methyl-thiodiazol) known under the commercial 
name of Thiosulfil, has been studied in a series 
of 50 cases of urinary tract infections, most of 
which were due to Escherichia coli. Only one 
patient had a mixed infection. 

The patients in our series all received the 
same daily quantity of the drug—2 grams, and 
the duration of treatment varied from a low of 
3 days to a high of 37 days, with an average of 
13 days. The average time required to obtain 
negative cultures was 7 days. 

Results were good in 35 cases, or 70%, fair in 
8 or 16% and poor in 7 or 14%. In other words, 
fairly good results can be expected in approxi- 
mately 86% of cases. 

The drug was quite effective in 7 of 10 pa- 
tients who had a T.U.R. and very effective in 
cases of common urinary tract infection (not 
associated with deep obstructive lesions). 
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Seventy-two per cent of coli infections re- 
sponded well; streptococci were eradicated in 
75% and Alkaligenes fecalis in 100%. In the 
one case of mixed infection, coli persisted after 
eradication of enterococci. 

Thiosulfil was remarkably well tolerated, 
there being no discontinuation of treatment due 
to untoward effects, and very few mild reactions 
were noted. Only 2 cases of transient crystalluria 
were observed, denoting the good solubility of 
the drug and obviating the need for administra- 
tion of alkali and large amounts of fluid. 

There were three cases where the pathogenic 
organism was probably resistant to the drug. 

It is concluded that Thiosulfil is a very valu- 
able adjuvant in the treatment of common 
urinary infections and in R.U.R. cases postopera- 
tively. 


This study was permitted by the generosity of Ayerst, 
McKenna & Harrison Ltd., who supplied the material 
used in the clinical investigation and also a grant for 
the Bacteriological Laboratory. We also wish to thank 
Dr. P. P. Gauthier, Bacteriologist, for his fine co-opera- 
tion. 
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Acta 


RESUME 


Le Thiosulfil ou Sulfa-methyl-thiodiazol, nouveau 
sulfamidé, dosé 4 0.25 gr par tablette, a été administré 
a 50 patients souffrant d’infections de l’arbre urinaine de 
toutes sortes. Des cultures furent faites a tous les 3 4 5 
jours et le Thiosulfil fut donné a raison de 0.50 gr 4 
fois par jour 4 toutes les 4 heures a tous les patients. 

Chez 10 patients, soit 40% des 25 patients hospitalisés, 
les cultures devinrent négatives aprés 3 a 20 jours de 
traitement, soit 7 jours en moyenne. Chez 8 autres de 
ces 25 patients hospitalisés les urines devinrent presqu’- 
entiérement claires aprés 6 4 10 jours; et il semble que, 
si le traitement avait été administré plus longtemps, les 
cultures seraient devenues négatives et les urines com- 
plétement claires. 

Des 25 patients ambulants souffrant de cystite aigue et 
subaigue, 16 eurent des cultures négatives aprés 5 jours et 
les 9 autres aprés 8 jours; les organismes étant l’Eschi. 
Coli. ou le Strept. Fac. Aucun crystal ne fut trouvé dans 
les urines de ces patients ambulants. Des 7 patients non 
améliorés 4 eurent des sondes 4 demeure pendant une 
moyenne de 11 jours par patient, 2 semblent avoir été 
résistants au médicament et un dernier n’avait répondu 
a aucune médication auparavent. 

Tous les échecs se rencontrérent chez les patients qui 
étaient infectés par lEchérichia Coli tandis que tous 
les succés vinrent dans les cas d’infections urinaires 
communes qui sont relativement faciles 4 traiter. Aucune 
complication grave ne fut notée mais 3 patients se 
plaignirent de flatulence et d’un peu de malaise épi- 
gastrique, un autre patient eut une réaction cutanée 
minime et un dernier patient se plaignit de prurit seul. 
Une crystallurie transitoire se manifesta chez 2 patients 
4 qui l’on fit prendre plus de liquide. 

En résumé, bon résultat dans 35 cas, satisfaisant dans 
8 et mauvais dans 7; donc 86% des cas répondent d’une 
facon satisfaisante faisant du Thiosulfil un agent efficace 
dans le traitement des infections urinaires communes. 
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THE TREATMENT OF 
HYPERTENSION WITH ORAL 
HEXAMETHONIUM 


CHARLES B. RICH, M.D., F.R.C.P.[C.] and 
WALDEMAR H. HOLUBITSKY, M.D., 
Edmonton 


THE FOLLOWING REPORT is based on the treatment 
of 50 cases of hypertension with oral hexa- 


methonium bitartrate and followed up for a’ 


period of one year. 

Hexamethonium produces its effect on hyper- 
tension by neutralizing acetyl choline in the 
autonomic ganglia. In this way sympathetic vaso- 
pressor impulses are neutralized. Furthermore, 
the greater the amount of acetyl choline released, 
the greater the amount of acetyl choline neu- 
tralized. Therefore, the higher the blood pres- 
sure, the greater should be its fall with this drug. 
The effect on normal blood pressure for the 
same reason is minimal. 

Since hexamethonium acts on all autonomic 
ganglia, it will have other effects. It acts firstly 
on the parasympathetic supply to the salivary 
glands. Dry mouth is therefore a common side 
effect. Its second effect is on the superior cervical 
ganglion, thus a dilated pupil with blurring of 
near vision is common. Its third and most im- 
portant action is on the visceral vasomotor 
ganglia, producing the blood pressure effect. The 
last action is on the vagal ganglia, so constipa- 
tion and nausea may be troublesome. An increase 
of pulse rate may also occur. Paralytic ileus has 
been reported when the drug was given sub- 
cutaneously, but not when administered orally. 

Hexamethonium may also act by relaxing 
veno-motor tone. This may account for the 
further fall of blood pressure on _ standing 
(“postural effect” referred to later), often caus- 
ing weakness and sometimes syncope. 


Lastly, there is some evidence that there is a 
depression of adreno-cortical activity, since the 
excretion of urinary 17-ketosteroids is reduced 
with this drug. If this is correct, we may be 
getting to the heart of the problem of arterial 
hypertension and treating causes as well as 
effects. Unless the above is confirmed, we are 
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treating not a cause of hypertension, but an 


effect. However, treating an effect is logical also, 
at least as logical as a good deal of surgery (e.g., 
cutting out stomach tissue for peptic ulcer). Our 
treatment is logical since reduction of the blood 
pressure would give immediate relief to the heart 
and arterial load. The heart and arteries are the 
only organs which cannot for one minute escape 
their constant burden. How they stand up under 
this load decides how malignant will be the 
effect of the pressure, and this will depend to a 
large extent on hereditary components and age 
of the patient. The younger the patient, the 
greater is the effect. Hypertension increases the 
rate of senescence in the arteries. The hyper- 
tensive’s arteries become old before their time. 
A reduction of the blood pressure would delay 
this ageing process. 

The choice of patients.—All types of hyper- 
tension with a diastolic over 100 mm. were 
treated. The arteriosclerotic with wide pressure 
and normal diastolic does not need treatment. 
Patients requiring help most are in the younger 
age groups. 


METHOD 


Patients were hospitalized. No treatment was 
given for the first four days. During that time 
the patients were kept active and encouraged to 
go out to visit friends, the blood pressure being 
taken four hourly during the day and once at 
night during sleep. Thus the lability of the blood 
pressure and basal rate were established. 

During this time the history was recorded in 
detail, and an estimation of the function of the 
heart, kidney, and brain was made. Further tests 
for the lability of blood pressure were done, for 
example—cold pressor, Valsalva, sodium amytal, 
and emotional response. As far as was possible, 
Cushing’s disease, pheochromocytoma, coarcta- 
tion of the aorta, and kidney disease were ex- 
cluded. 

Treatment was then started with 1/3 gm. of 
oral hexamethonium bitartrate and gradually in- 
creased up to 1 gm. or until a worthwhile effect 
from a single dose was obtained. Blood pressure 
readings were recorded on administration and 
every half hour for three hours, then followed up 
hourly for the next eight hours. 
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SYMPTOMS 
TABLE I. 
SyMPTOMS 
Present Relief with hexamethonium 
% % 

Ps bk os 90 100 
NG 35s s nee Kan 84 95 
PS kis Ce oes 84 Some relief. ........ 25 
rere 25 
I cov ekeeasn, Oe atu cue wa 30 
Ce sven cies 25 
i 5k os CEES 78 ers hie sais 25 
Complete........... 12 
Precordial pain. ...... 64 Rs inekas ves? § 
oo eee 25 
ls 5 Fie cass 18 oh wicntves Fat 12 
CN isk x08 0 
| ee re 12 


Nocturnal dyspnoea... 10 Complete. .......55. 100 
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It may be added here that the doctor himself 
may readily believe in his remedy since relief of 
anxiety may also bring down the blood pressure. 
Further we have found, as with most other ob- 
servers, that the initial reading on the first pa- 
tient-doctor visit is always the highest. Assess- 
ment of any remedy must take this into account. 

Thus, relief of symptoms recorded here consti- 
tutes no proof of the value of hexamethonium. 
The one possible exception to this, as recorded 
above, is nocturnal dyspnoea. This may be due 
partly to left-sided failure. If so, it is due to a 
complication and not to hypertension itself. It 
may be therefore, a true disease symptom. Its 
relief, also noted above, would be partial proof 
of the value of hexamethonium. However, even 
this symptom may have been partly an anxiety 
reaction. 

















TABLE II. SWE EFFECTS 
Sipe Errects WITH ORAL HEXAMETHONIUM 
SUBJECTIVE OBJECTIVE 
% % ; % 
SS Soins eeneers sens 60 NS okies Le eee ioe 94 Pupils 
(6 hr., less) as 56 5-508 ldab ous 36 
NG sn Ned pi was eee 6 (light direct) 
Postural weakness............. 36 PMNS IO NN 22 51k diss oe I 75 dra 5i4'g’s scuba ie 2 
RORHEMURIER Uo! od: isxc's: b’auiatadia arene 12 Pulse rate 
- Bc heehee Rewer 12 ree 34 
Rs hei5 5) ctv ane ena awa 32 SLs bus eigweannes 85 pS SOT Ee ee 28 
Me Nib ae ee Ces 16 I 54 dawh sas aeSeees 90 WR iach KER oKa Raw 20 
ee ee 10 PN is 5 heen kde cwud acs 18 
RE WN iin ss sk e hs eee 12 AMSAT RINNE S129 oratu cand Wa bia Eee 100 If pupils fixed-dilated, blood pressure 
General warmth................ 4 yr ne ee 100 response definite. 
NS oa habs oh Lata ian 10 cia ka kad rawness 100 
OR ee 18 
COMMENTS COMMENTS 


Uncomplicated hypertension does not produce 
symptoms. Most of the symptoms which are de- 
‘cribed by the patient as being due to his high 
lood presure are really caused by an accom- 
vanying anxiety neurosis. This neurosis is 
brought on by the knowledge that he has hyper- 
iension. Also minor discomforts (e.g., headache, 
‘atigue, flushing, palpitation) which were 
formerly quickly forgotten now may take on a 
‘inister and frightening significance. 


Relief of symptoms in hypertension has been 
1ecorded with practically all of the numerous 
1emedies tried since the invention of the sphyg- 
11omanometer. It is obviously not due to these 
12medies, but to the partial relief of the patient’s 
¢nxiety. Relief of these symptoms will be directly 
|roportional to the patient’s confidence in his 
coctor and the remedy. 


Side effects with hexamethonium are common, 
but for the most part are minor and do not com- 
prise a hazard when given in the doses here 
prescribed. The patient should always be 
warned of the possibility of syncope, and in the 
first few weeks of treatment must not go out 
alone. In our series, one death with hemiplegia 
occurred two months after treatment was started. 
This patient already had one minor stroke before 
coming to us for treatment, and it is very doubt- 
ful that hexamethonium had anything to do with 
the second one. However, the patient’s relatives 
knowing that a new drug was being used blamed 
us and the drug for the death. A similar course 
was followed by another patient who had had a 
minor paralysis before treatment, and later, after 
hexamethonium was established, developed a 
more extensive weakness. In this case the drug 
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was discontinued, although the patient himself 
was willing to carry on. He later developed a 
complete hemiplegia and speech paralysis while 
not on any therapy. It cannot be denied that the 
fall of blood pressure produced by this drug 
might encourage thrombosis. However, at this 
point, it would be fair to state, first, that if a 
thrombosis occurs, there must be a large amount 
of previous arterial damage, that this is the real 
cause, that the thrombosis was imminent without 


any treatment; secondly, that there is no evi-_, 


dence that cerebral accidents are more common 
after sympathectomy (where much greater and 
more continuous falls of blood pressure may 
occur than with oral hexamethonium). 


The human element is most important, and we 
feel that any patient who comes under Page’s 
criterion as candidate for cerebro-vascular acci- 
dents or who has already had one accident, is 
best not treated except with the full consent and 
understanding of that patient.1 He must be told 
that disease of the arteries is already present and 
cannot be changed by this drug, that the drug 
will at best only tend to prevent further de- 
terioration, and that further cerebral accidents 
are likely to occur and whatever happens should 
not necessarily be blamed on the treatment. 


EFFECTIVE DOSAGE 


TABLE III. 





First effective dose (oral) 


(In reducing b.p., single administration) 








NE a/c scale ante 8% (50 patients) 

errs 19 

SE 6 6eieie anes 24 

POS i varccennee 19 

Doubtful response in hospital................... 30% 

Time of maximum b.p. reducing effect after administration 
orally 

1 to 6 hours 


Average at 114 hour 


Postural effect 


I. 6 oho en 48% 
Out-hospital........ 16% (followed up later as out- 


patients). 


4% showed postural effect without a depression of b.p. in 
the supine. 





Supine effect (—30/15 mm. plus) 
28% showed supine effect without postural effect. 


Average duration of effect 


Postural 1 to 12 hours, average of 3 hours 
Supine 1to 8 hours, average of 6 hours 
Greatest postural systolic fall without syncope was 100 mm. 
Greatest postural diastolic fall without syncope was 50 mm. 
72% of those with supine effect got an additional lowering 
of blood pressure posturally. 
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COMMENTS 


It will be noted that some patients showed a 
fall of blood pressure of over 100 mm. systolic 
and 50 mm. diastolic. A few of our patients 
would also show this variation before treatment. 
It seemed remarkable to us that such great 
changes may be symptomless. It is evident that 
body organs such as the kidneys, adapt them- 
selves readily to extensive variations of pressure, 
and that capillary pressure and therefore tissue 
function is not dependent on arterial pressure. 


LABILITY OF BLOOD PRESSURE AND 
RESPONSE TO HEXAMETHONIUM 


TABLE IV. 





LABILITY OF B.P. AND RESPONSE TO HEXAMETHONIUM 


Group A (Systolic and diastolic lability 60/25 mm.) 
20% of total 50 patients 
III 3.¢ b onecwecs sans ones 50% 
Re eres 





Group B (Systolic lability only 
50% of fotal 
panbernl POMPONNE....... 0 ccd eens 50% 
I soc i hs ls a og TS Lt 50 


Group C (Diastolic lability, little systolic) 
22% of total 
penal POMNONEE.... 6 oc ccc civ leves 20% 
soko Gees cance ater e se 36 





Group D (Relatively fixed group 20/10 mm.) 


8% of total 
NN 5s ap eboney SLES aiaat 84% 
ES EPP ee eer ere 80 
In terms of lability, possible increase of response in fixed 
group; not yet proven, larger series needed. 





TABLE V. 





Sop1ium AmytTAL TEstT—BASED ON 25 PATIENTS 








Group I. 
40/20 mm. plus, 5 hours 
55% of total 25 patients 
ING 6.5 ik cox Semtennewes 68% 
I 0 og fin top ona Pee a 78 


Group II. 
Below 40/20 fall, 5 hours 
45% of total 
OMNES SUMIUIIID. 5 ois 5s 6 ca bv i Sosa 33% 
IIIS 6 sibs ods wieder ce uettes nee 











CouLp Pressor TeEst—BaASED ON 35 CASES 


Group I. 
20/15 mm. plus, 60 sec. immersion 
72% of total 
EN 0 is oe kd eae 78% 
IS esta Kine cede ass aes 74 


Group II. 

Below 20/15 fall, 60 secs. 

28% of total 
I PIN 6 6 065 ib cae AG Se 32% 
Re sk feces tacts avdaskales 








Pr 


h 


Ib 
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COMMENTS 
There is a doubtful but possible increase in 
response of the “fixed” group of patients. 
Patients giving a high response to the sodium 
amytal and cold pressor tests are more likely to 
respond to hexamethonium. 


TABLE VI. 





LaBILITy, Time oF Maxima Errect, DURATION OF 




















EFFECT 
Group A. 
Maximum effect 114 to 6 hours, average.. 2 hours 
Duration supine effect, average......... 44 “ 
Duration postural effect, average........ 2 ” 
Group B. 
Maximum effect 2 to 8 hours, average.... 314 hours 
Supine effect, duration, average......... 74 “ 
Postural effect, duration, average........ 2% * 
Group C._ 
Maximum effect 2 to 6 hours, average.... 3 hours 
Supine effect, duration, average......... 244 “ 
Postural effect, duration, average........ + ™ 
Group D. 
Maximum effect 1 to 3 hours, average.... 1 hour 
Supine effect, duration, average......... 5 hours 
Postural effect, duration, average........ + 
TOLERANCE TO HEXAMETHONIUM 
TABLE VII. 
DEVELOPMENT OF TOLERANCE TO HEXAMETHONIUM 


BaseEpD on 50 CasEs TREATED 














46% developed tolerance to effective hospital dose. In 
later studies, tolerance overcome in 60% of above by in- 
creasing dose; in 12% by salt-free diet added. 





Side effects and tolerance 





Dry mouth—disappears in..................4-. 70% 
with tolerance to b.p. effect. 
a sis alvin decal yw ORG Rae 80 
SI ee rr eee ee ee T eee 75 
a bie 655 xg il pone aaa he 90 
6. cil eh bk PRK RR 100 
I I 5g sh su'b X's 90s on ae 100 
MN 5x 0s vie ny Vndwn WAaed ae 90 
COMMENTS 


It is noted that nearly half of our cases de- 
veloped a complete tolerance to the initially- 
offective doses, although this has been overcome 
in some cases by increasing the dose to as high 
as one and one-half grams three times daily (114 
gm. t.i.d.). Since the preparation of this article, 
more of our original group of patients now show 
immunity to the blood pressure effect of the 
drug. 

It should be evident that one cannot méasure 
he effect of treatment without periodically hav- 
ng the patients back for three (or more) hour 
»bservation periods following the initial thera- 
peutic dose in hospital. 
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DURATION OF HYPERTENSION BEFORE 
TREATMENT 


TABLE VIII. 





DuRATION OF HYPERTENSION BEFORE THERAPY WITH 
HEXAMETHONIUM—BASED ON 50 CasEs 





2 years or less 
40% of total cases 
NS ooo 5c eT Sass 25% 
Ss Sicha 03e o an ain Ved ete ee 55 





2 to 4 years 
32% of total series 

SIE TOMIIIN, 5 «5 on iiicinices aiden 45% 

tolerance 








4 to 8 years 
16% of total 
postural response..............0....05. 60% 
tolerance 





8 years, plus 
12% of total 
PO TCC eT Te Te Tere 60% 
NN to oe On 32 
The longer the duration, better general effect, tolerance 
less likely. 





COMMENTS 


The longer the duration of hypertension be- 
fore therapy, the better is the effect and develop- 
ment of tolerance less likely. 


REsuLts ENUMERATED 


1. To be of clinical value hexamethonium re- 
quires constant supervision because of its vari- 
able effect. This is especially true once symptoms 
have been relieved. 

2. The longer the duration of hypertension 
before treatment with hexamethonium, the better 
is the blood pressure response and tolerance is 
less likely to develop. 

3. If pupillary side effect obtained, then blood 
pressure response to hexamethonium is definite. 

4, Postural weakness and occasional syncope 
may be troublesome side effects subjectively. 

5. Hyper-reactors, particularly to the cold 
pressor and sodium amytal tests tend to have 
the longest blood pressure effect and to develop 
tolerance first. 

6. Seventy-five per cent of those who get a 
supine effect with hexamethonium will get an 
additional lowering of the blood pressure on 
assuming the postural position. 

7. The average initially-effective dose is one- 
half to three-quarter gram. The average overall 
time of maximal effect after administration orally 
is one and one-half hours. 

8. Tolerance to the initially-effective doses 
develops in nearly half of patients, and may be 
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overcome in some of these by increasing the 
dosage or adding a salt-restriction diet to 
treatment. , 

9. Alleviation of symptoms with hexameth- 
onium does not prove its specific value in this 
regard. 

10. One fatality occurred in this series, and 
this could not be directly related to the use of 
hexamethonium. 

11. In a limited series of patients with renal 


damage, the response to hexamethonium appears .. 


to be good, with tolerance developing in only 
a few. 

12. The postural effect with hexamethonium 
may be delayed for as long as twelve to twenty- 
one days after therapy was first instituted on a 
consistent daily dose. For this reason mainly, 
patients should not go out unattended during the 
first few weeks of treatment. 

13. No effect on the blood pressure with hexa- 
methonium was observed in only 14% of this 
series of 50 cases. 


DIscussION 


It is evident that hexamethonium gives more 
control of hypertension than any drug yet used 
and has the advantage of low toxicity. It is closer 
to the answer than other drugs used for this 
purpose, but yet is long way from the complete 
solution. 

Its action is intermittent. The amount of blood 
pressure reduction taken over a twenty-four hour 
period is not continuous enough. The action is 
variable and unpredictable even in the same 
patient at different times. It requires constant and 
close medical supervision. In most cases a period 
of hospitalization is needed to estimate the true 
blood pressure (as contrasted with the casual 
reading ) and to determine the proper individual 
dosage. 

Tolerance develops in a large percentage of 
cases. It is then difficult to persuade patients to 
continue taking the large numbers of pills that 
are sometimes required to overcome this im- 
munity, and to report for the frequent observa- 
tions we feel are needed for them as outpatients. 

Ideally, the patient should be taught to take 
his own blood pressure readings. The drug and 
its dose should then be adapted by the patient 
to his immediate pressure. The diabetic does not 
give his insulin without testing the urine for 
sugar and adapting the dose accordingly. The 
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hypertensive using this drug should do the same. 
A few of our patients have adapted their dose 
in this way, but this method is difficult, expen- 
sive, and time-consuming. 

Vasoconstrictor impulses conveyed through the 
autonomic ganglia are only one of the mechan- 
isms in producing arterial hypertension. It is 
evident that, after shutting off one mechanism 
(e.g. with hexamethonium ), the body may com- 
pensate by bringing others into play. Apart from 
this neurogenic control there is a humoral con- 
trol of blood pressure, some of these being well 
known, é.g., adrenaline, nor-adrenaline, angio- 
tonin, pherentasin. Others are strongly suspected. 
The endocrine also, chiefly through the pituitary- 
adrenal system, comprises a third mechanism. 
This last produces its action not only through 
a humoral control, but also by variation of blood 
volume. This may, in part, explain lethal path- 
ology of arteries accompanying hypertension. 
Selye has shown that the mineralocorticoids will 
produce nephrosclerosis, vascular lesions, as well 
as hypertension. This effect on the arteries is 
probably distinct from the simple premature 
senescence of arteries due to mechanical stress 
of hypertension mentioned earlier in this article. 

It is likely that further advances in the treat- 
ment of hypertension will be made primarily by 
searching out the dominant factor of origin in 
the individual case. For example, is the cause 
mainly neurogenic, endocrinal, or humoral? 
Hexamethonium, like its surgical analogue, 
sympathectomy, acts well in some cases, and it 
is probable that these cases are of the neuro- 
genic type. 


SUMMARY 


We would say that oral hexamethonium is 
good treatment for a small percentage of patients 
whose hypertension may be_ predominantly 
neurogenic. It is a definite advance in the treat- 
ment of hypertension. Its use, however, demands 
constant and painstaking care on the part of both 
doctor and patient. Tolerance may develop. Side 
effects are common but do not prevent use of 
the drug. Toxicity is small, and so long as the 
patient and the doctor guard against postural 
hypotension, the dangers of its use are little. 


This work was made possible by a grant from the 
University of Alberta research fund a by the most 
generous assistance of the Sisters and staff of the Miseri- 
cordia Hospital in Edmonton. 

We would also like to express our appreciation to 
Poulenc Fréres who supplied us with the hexamethonium. 











Canad. M. A. J. 
April 1953, vol. 68 


REFERENCES 


1. PAGE AND CORCORAN: Arterial Hypertension, Year 
Book Publ., 1949. 
. SELYE, H.: J. Urol., 56: 389, 1946; Ann. Int. Med., 29: 


bo 


403, 1948. 
3. PATON, W. AND ZAIMAIS, E.: Brit. J. Pharmacol., 4: 
381, 1949. 
4, out. F.: Brit. Heart J., 6: 176, 1944; Lancet, 2: 477, 
50. 


JEFFERSON AND OTHERS: BLOOD VALUES 347 


or 


i Compras A. AND ROBERTSON, E.: Brit. M. J., 2: 804, 
ou. 


Kay, A. AND SMITH, A.: Brit. M. J., 1: 460, 1950. 
. SCHROEDER, H.: Am. J. Med., 10: 189, 1951. 
. PALMER, R.: J. A. M. A., 144: 295, 1950. 


FrREIS, E., FINNERTY, F. AND WALSH, W.: M. Clin. 
North America, 34: 1471, 1950. 


10. Burt, C. AND GRAHAM, A.: Brit. M. J., 1: 


aD 


< CoO 


455, 1950. 





HAEMATOLOGICAL VALUES 
IN ELDERLY PEOPLE* 


D. M. JEFFERSON, M.D.,t 
W. W. HAWKINS, Ph.D.} and 
M. C. BLANCHAER, M.D., Winnipeg 


WINTROBE! HAS NOTED the paucity of knowledge 
concerning hemoglobin levels and _ other 
hematological values among old people. The 
inadequacy of such information for Canadian 
population groups generally was remarked upon 
by Pett and Ogilvie? in 1948, when they 
assembled and published the hemoglobin values 
which had been obtained in various parts of the 
country by the Department of National Health 
and Welfare. So far as we are aware their values 
are the only ones which have been recorded for 
older people in Canada. 


restricted to elderly people were in each case 
living in an institution, and therefore represented 
one locality. Many of them were suffering from 
some degree of arteriosclerosis or osteoarthritis 
but they were ambulatory, and their state of 
health was considered similar to that of the 
majority of people their age. When the values 
are compared to those of Wintrobe for adults 
generally it may be noted that they are lower 
and that the sex difference is smaller. 

While studies of hemoglobin levels in recent 
years have been concerned principally with 
young people, the rise in life expectancy and in- 
creasing interest in geriatric medicine indicate 
a greater usefulness for such knowledge concern- 
ing older age groups. The present study was 
undertaken in order to provide information on 
some hematological values, particularly hemo- 





















































TABLE I. ‘ 
AVERAGE H&MATOLOGICAL VALUES IN ADULTS 
No. of Red cells, Hexmoglobin, Hematocrit 
Sex Age subjects millions per c.mm. gm. per 100 c.c. — vol. % Observers and locality 
M. 16-59 355 — 539 5.4 16.0 47 Wintrobe?®’?; 
F. 17-68 303 — 403 4.8 14.0 42 U.S.A. and Europe 
M. \ 65-80 73 4.61 13.1 42 Fowler, Stephens and Stump5; 
a 7 27 4.46 12.5 40 U.S.A. 
M. 69-91 50 4.42 12.6 41 Newman and Gitlow®: 
F. 66-104 50 4.11 11.7 37 U.S.A. 
M. 60-104 160 4.46 14.3 Miller’; U.S.A. 
7 & ; 46 — 48 4.76 13.2 42 Scotland 
M. 50-79 60 13.8 Pett and Ogilvie? ; 
F. F 64 12.7 Canada. 





Table I shows the hematological values given 
xy Wintrobe* * for adults generally and also 
hose for older people which have been pub- 
ished in the last eleven years. Among these the 
Janadian subjects differed from the others in 
hat they were chosen from all parts of the 
‘ountry.. There was no mention of infirmities 
omong them. The subjects of the other surveys 


From the Nutrition Laboratory, Department of Physi- 
logy and Medical Research, The University of Manitoba. 
‘his survey was undertaken as Project No. 606-7-6 under 
‘the Federal-Provincial Public Health Research Grant. 
Present address: Department of Physiology, Christian 
.ledical College, Vellore, South India. 

*Present address: Maritime Regional Laboratory, National 
‘esearch Council, Halifax, N.S. 


globin levels, in elderly people in the Winnipeg 
area. 


SUBJECTS 

The present survey was conducted in two 
parts. In the first, the hemoglobin concentration 
in capillary blood was determined in 330 men 
and 175 women, while in the second part the 
hemoglobin, hematocrit and red cell values of 
venous blood were measured in 145 men and 
108 women, about half of whom had been in- 
cluded in the capillary hemoglobin survey. All 
subjects were volunteers and their ages ranged 
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from 50 to 97. There were three groups, as fol- 
lows: 

The subjects of Greup A were employees of 
two large Winnipeg department stores who were 
examined in the spring of 1951. The men of this 
group, most of whom were between 50 and 70 
years of age, were unlike those in the two 
groups described below. They were more 
vigorous, and were generally better off socially 
and economically than the others were or had 


been at the same age. In similar respects they _, 


were judged to be different from the women of 
Group A, most of whom did a different type of 
work, received lower pay, and gave the impres- 


TABLE II. 
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generally the former social and economic status 
of the residents. Permanent invalids were not 
used as subjects, so that with regard to health 
the people of this group were similar to those of 
Group B. They were examined during the winter 
and summer of 1951. 


METHODS 


Capillary blood was taken from the finger tip. 
A free flow was obtained by warming the hand 
and making a fairly deep puncture. The sample 
for hemoglobin determination was taken directly 
into the pipette after the first drop or two had 
been wiped away. 





H#&MATOLOGICAL VALUES IN ELDERLY PEOPLE IN THE WINNIPEG AREA 
(AVERAGES WITH STANDARD DE" Vv IATION) 


= —$—~_=_— oe 





Group A Group B Group C All subjects 
Men Women Men Women Men Women Men Women 
Capillary blood 
No. of subjects...... 124 44 45 34 161 97 330 175 


Hemoglobin 





gm. per 100 c.c....|14.0+0.90 13.11.01 |14.01.54 13.91.87 |14.0+1.66 13.71.89 |14.0=1.36 13.6 +=1.66 
Venous blood 
No of subiects...... 72 4] 32 ot 41 40 145 108 
Hemoglobin, 

gm. per 100 c.c....|15.2+1.01 13.11.01 |14.1+1.37 13.81.97 |13.6=2.19 12.5+2.56 |14.5=1.42 13.0 +1.82 
ern vol. %..|47.0+=3.1 41.0=2.9 |44.0+3.3 43.0+3.5 |42.0+6.0 39.0+5.7 |45.043.9 41.0 +4.1 

ed cells, 


47+ 0.587 





millions per e.mm..|5. 


re 4.940.522 





TABLE III. 


4.93+0.501/4.76+0.992 


4.60+0.680)5.15=0.687 4.790.574 








EFFECT OF AGE AND SEX ON HA&MATOLOGICAL VALUES" 





He »moglobin, gm. per 100 c.c. Gs 


Red cells, millions per c.mm. 


H zmatocrit, v oe % 














| 
Adult E iderly Differ ence Adult Elderly Difference | Adult Elderly Difference 
Rasen stn’ 16 14 2(13%) | 5.4 4.7  0.7(14%) | 47 44 3 (7%) 
Women........ 14 13 1 (7%) 4.8 4.6 0.2 2 (4% ) 4 42 40 2 (5%) 
Sex dillenenee... 2 (13% 1 (7%) 0.6 (12%) 0.1 (2%) ls (11% ) 1 (10%) 








‘*Adult” values are those of Wintrobe given in Table I. “Elderly” values are the averages of the remaining data in 
Table I. combined with the results of the present survey weighted in each case to compensate for differences in the size 


of the groups. 





sion of being less healthy and happy than the 
men. 

The subjects of Group B, whose level of health 
was sufficiently good to support ordinary activity, 
were residents of an old folks’ home. Although 
there were no permanent invalids in this group, 
among those studied were some with ailments 
commonly associated with old age, such as mild 
hypertension and arthritis. The survey of this 
group was carried out during the summer and 
fall of 1950 and the following winter. 

The subjects of Group C were from an old 
folks’ home in which wards were maintained for 
invalids. The general level of health among them 
was lower than in the other home, as was also 


When venous blood was used it was treated 
with an anticoagulant mixture of dry potassium 
and ammonium oxalate designed to give minimal 
cell volume changes.° 

Hemoglobin was determined by the cyan- 
methemoglobin method of Collier.‘° Hzemato- 
crits were measured in Wintrobe tubes, which 
were centrifuged (International, Size 1) for a half 
hour at 2,500 r.p.m. in a head 7 in. in diameter. 
Red cell counts were done by the standard 
method. The red cell and hemoglobin pipettes 
used were within the tolerances accepted by the 
U.S. Bureau of Standards. Since routine dupli- 
cate measurements were not practicable, pre- 
liminary practice estimations were made unti! 
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replicate hemoglobin and hematocrit values 
agreed within 2% and the red cell counts within 


5%. 


RESULTS AND DISCUSSION 


The values obtained are shown in Table II. 
When they are compared with those in Table I 
it may be seen that they are practically the same 
as those of Olbrich for the group in Scotland 
and that the hemoglobin values are close to 
those found by Pett and Ogilvie in other Cana- 
dian subjects. However, the hemoglobin, hzem- 
atocrit and red cell values are lower than those 
given by Wintrobe for adults generally and 
resemble those for the other elderly groups. 

A summary of the data from Tables I and II, 
in the form of weighted averages, is given in 


GROUP C 


BLOOD 


Wi 


92 73 83 70 


Hh 


14 29 67 46 


HAEMOGLOBIN, 
gm. per 100 c.c. 









CAPILLARY 


No. of Menem 78 44 


No. of Women 40 " 614 35 «29 Si 14 48 47 


HAEMOGLOBIN, 
gm. per 100cc 


BLOOD 


vol. % 


HAEMATOCRIT, 


Whe 


VENOUS 


RED CELLS, 
millions per cmm 


No. of Mensmm 35 35 35 35 36 24 


No. of Womenezes 3) 10 31 0 2 


AGE IN 


YEARS 


Fig. 1.—Heematological values in elderly people in the 
Winnipeg area, Averages plus and minus one standard 
deviation are shown. 


Table III. This table shows that in the elderly 
of both sexes the hemoglobin, red cell and 
hematocrit values, particularly the first two, are 
lower than in adults generally, but that the sex 
differences are less marked. This was principally 
due to the greater decrease in the values of the 
males with age. 

An analysis of our data to show the effect of 
increasing age is presented in Fig. 1. The sub- 
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jects were divided by decades into groups and 
those containing less than ten were excluded. 
The results suggest that particularly in males the 
trend toward lower values with increasing age 
continues throughout the age range investigated. 
Furthermore it will be seen in Table III that in 
men the hemoglobin and red cell count fall to 
a similar extent with age, while the fall in 
heematocrit is less marked. These findings sug- 
gest that the cells may decrease slightly in mean 
corpuscular hemoglobin concentration but are 
not microcytic. 

The more distinct differences between the men 
and women of Group A than of Groups B and C 
shown in Fig. 1 may be associated with the social 
and economic differences between the sexes in 
this group which have been previously men- 
tioned. 


SUMMARY 


Hematological data are reported on subjects 
from 50 to 97 years of age in the Winnipeg area. 

In 330 men and 175 women the average 
hemoglobin content of capillary blood was 14.0 
and 13.6 gm. per 100 c.c. respectively. In 145 
men and 108 women, about half of whom had 
been included in the first survey, average levels 
in venous blood of hemoglobin were 14.5 and 
13.0 gm. per 100 c.c., red cells 5.15 and 4.79 
millions per c.mm., and hematocrit 45 and 41 
volumes per cent. 

For both men and women the values were 
lower and the differences between the sexes 
were smaller than in those given by Wintrobe 
for adults generally, and in these respects the 
findings agree with those of others who have 
examined the blood picture of elderly people. 
The findings also agree with those of others in 
indicating that the decreases with age are greater 
in men than in women. 

We are grateful to Dr. J. Doupe for advice during the 
course of this survey and for assistance in preparing the 


results for publication. We also wish to thank Miss Ingrid 
Strautmanis for valuable assistance. 
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CARCINOMA STOMACH — THE 
CASE FOR TOTAL GASTRECTOMY* 


A. A. KLASS, B.A., M.D., F.R.C.S.( Edin. ), 
F.R.C.S.[C.],t Winnipeg 


THERE is only one treatment for cancer of the 
stomach—resection. It is this or nothing. In none 
of its forms is radiation therapy effective and no 
valid claim can be made for hormonal or chemi- 
cal treatment. The only question, then, is how 
much more than the tumour should be excised. 
Is it to be total gastrectomy or something less? 

The standard treatment up to the present is 
subtotal gastrectomy. It is being performed in 
a small proportion of the total cases of gastric 
cancer (Fig. 1). Jennings: (1947) estimated that 
only some 12% of all cases of cancer of the 
stomach occurring in England were treated by 
resection. Perhaps this low figure is, to some 
extent at least, an expression of the general dis- 


Yi 1@% ARE GASTRIC CANCER 


OF THESE 
Ex=q—— 12% COME TO SURGERY 
OF WHICH 
fi—??- 35% ARE ALIVE AFTER S YEARS 





Fig. 1.—A small fragment of the total gastric cancer 
population live for 5 years. (After Jennings; Wangen- 
steen; Pack). 


satisfaction with the results of the standard 
operation. The five year survival rate of indi- 
viduals who recover from the operation varies 
from 22% (Wangensteen’) to 35% (Pack*). When 
one considers that cancer of the stomach ac- 
counts for one-fifth of all deaths from cancer, 
the results of surgical treatment in this large seg- 
ment of the total cancer population is poor 


indeed. 


*From the Department of Surgery, Mall Medical Group. 
tLecturer Department of Surgery, University of Manitoba : 
Lecturer Department of Anatomy, University of *Mani- 
toba; Assistant Surgeon, Winnipeg General Hospital. 
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THE “EARLY” AND THE “LATE” CASE 


It is generally assumed, when considering the 
cancer problem, that the “earlier” the case, the 
better the prognosis. This is consistent with pre- 
vailing conceptions of the spread of cancer. 
Critical reviews of follow-up series in stomach 
cancer do not universally support this assump- 
tion. From a survey of cases at the Mayo Clinic, 
Gray* and his associates (1952) stated, “a history 
of short duration of symptoms suggests the 
course of the disease is rapidly progressive, while 


-‘long duration of symptoms with or without 


ulceration is more hopeful”. 


In a careful study involving 114 patients 
treated by resection between 1938 and 1949 at 
the Radcliffe Infirmary in Oxford, Swynnerton 
and Truelove® report the following five year 
survival percentages: (a) 5% in those with pre- 
operative history under 6 months; (b) 30% in 
those with preoperative history between 6 and 


PERCENTAGE SURVIVAL RATES 
RELATED TO LENGTH OF HISTORY 


DURATION OF SYMPTOMS 
PRIOR TO OPERATION 





— 
N4 ee iais § SUBCROUPED eS opp 
TO POST OPERATIVE SURVIVAL 
Fig. 2.—Groups of patients followed at stages of one 
to five years after resection for gastric cancer. It will 
be noted that in each group those with the longest history 


prior to surgery have the best chance of survival. (After 
Swynnerton and Truelove). 


24 months; (c) 46% in those with preoperative 
history of two years or more. Thus the longer 
the history, (the “later” the case) the better the 
prognosis (Fig. 2). 

It seems therefore that our accepted idea of 
the significance of the terms “early” and “late” 
in gastric carcinoma is ambiguous and frequently 
misleading and should undergo revision. “Late” 
may signify that distant metastases are already 
present. In such an event it is likely that all 
treatment is hopeless. On the other hand “late” 
may indicate that the tumour is growing slowly 
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and will possibly continue to grow at a slow rate, 
and that distant metastases, if present, are grow- 
ing at an equally slow rate. Thus the group of 
patients with a two year history prior to re- 
section, “late” though they be, have the best 
prognosis because they contain a relatively large 
proportion of such slowly growing cancers. 


ILLUSTRATIVE CASES 

CasE | 

A.W., male, age 68. When first seen he complained of 
a rather abrupt onset of epigastric discomfort with loss 
of appetite and weight of three months’ duration. Barium 
studies revealed an irregularity measuring 8 cm. along 
the lesser curvature of the stomach extending almost to 
the cesophageal opening. 

Through a thoraco-abdominal approach an extensive 
carcinoma was found infiltrating the proximal two-thirds 
of the stomach with adhesion to the tail of the pancreas. 
The liver was apparently free of tumour but a chain of 
firm, enlarged nodes could be felt in the gastro-hepatic 
ligament. 

A total gastric resection was performed. The tissue re- 
moved included the distal 3 cm. of the cesophagus, the 
proximal 2 cm. of duodenum, the gastro-hepatic liga- 
ment, the spleen and the distal half of the pancreas. The 
lines of resection were microscopically free of tumour. 

In three months the patient re-entered hospital with 
marked weight loss. Abdominal palpation revealed 
numerous discrete masses up to 10 cm. in diameter and 
digital rectal examination disclosed a hard extra-rectal 
mass at the peritoneal reflection. He died two weeks 
after this second admission with deepening jaundice. 


CAsE 2 


Male, age 73. At the age of 40 this patient had a 
perforation of a gastric ulcer with surgical closure. He 
remained in good health until two years ago when he 
ee to have vague abdominal pain. A year later he 
had a barium examination of his stomach reported as 
negative by a competent radiologist. He re-appeared in 
twelve months (two years after the original onset of his 
symptoms) complaining of difficulty in swallowing solids 
and a fixed mass could now be palpated extending to 
5 cm. below the left costal margin. Examination by the 
same radiologist revealed, on this occasion, a distortion 
of the proximal % of the stomach with some obstruction 
at the cesophageal opening. 

Exposure by a thoraco-abdominal approach revealed 

an extensive carcinoma of the proximal 2/3 of the 
stomach, invading by direct extension, the left lobe of 
the liver, the distal 1/3 of the pancreas, and extending 
into the adjacent 1 cm. of the cesophagus. The stomach 
wall was in some places fully 5 cm. in thickness and the 
— organ weighed 635 gm, (normal 225 to 250 
gm. ). 
A total resection was performed which included the 
distal 4 cm. of cesophagus, the proximal 2 cm. of duo- 
denum, a segment of the left lobe of the liver 4 cm. in 
width (containing the invaded portion); the involved 
distal % of the pancreas and the spleen. The patient 
left hospital on the 18th day. 

He was seen on a routine visit 6 months after the 
operation when he stated that he had no pain and en- 
joyed his meals which he took at 3 hourly intervals. His 
hemoglobin was 84% and he had gained 10 pounds in 
weight since the operation. 

One week after this last visit, after eating a com- 
paratively large amount of watermelon, he became sud- 
denly and acutely ill with vomiting, abdominal distension 
and circulatory collapse. He died in twelve hours. 

Post mortem examination revealed that he died not 
from cancer but from a closed loop obstruction of small 
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bowel which had become trapped posterior to the distal 
loop of the anastomosis. 

Gross examination revealed no persisting tumour and 
careful microscopic examination of the gastric bed, 
lymph nodes, and areas adjacent to previously excised 
portions of liver and pancreas ceed no tumour cells. 


Case 1 is an example of an “early” rapidly 
lethal cancer that proceeded to an inevitable 
termination in spite of extensive surgery. 

Case 2 exemplifies the slowly growing “late” 
case that might have survived were it not for 
the unfortunate chance occurrence of a small 
bowel obstruction. It is interesting to note that 
in spite of the massive local growth and wide 
contiguous extension into surrounding organs, 
autopsy 7 months later revealed neither gross 
nor microscopic traces of local recurrence. 


DISCUSSION 


In dealing with cancer of the breast, recent 
publication of statistical studies of survival by 
Park and Lees*® and by McKinnon’ have directed 
attention to the rather startling conclusion that 
survival can be explained almost entirely in 
terms of varying growth rates of tumours. Both 
surveys content that current methods of treat- 
ment in cancer of the-breast have contributed 
little or nothing to survival. These disturbing 
conclusions are still under review and must 
await the test of further proof. 

There is, however, reason to believe that we 
have been inclined to neglect the importance of 
varying speeds in tumour growth in assessing 
the effects of treatment on survival. We are per- 
haps prone to attribute the favourable results to 
treatment, the unfavourable to malignancy. The 
matter is further complicated because there is no 
accurate scientific index of rate in tumour 
growth. 

Nevertheless, even without such an_ index, 
what might be termed the dynamics of tumour 
growth is an important factor in survival. A 
tumour is not only a mass in space but an event 
in time. In short there are slow tumours and 
there are fast tumours; there are relatively 
benign growths and there are rapidly lethal 
growths (Fig. 3). 

It has not been scientifically proven that any 
form of surgical treatment alters the inherent 
growth rate of any tumour. In cancer of the 
stomach death may ensue as a direct result of 
the speed of this natural growth rate factor. In 
such a case distant growth is rapid and probably 


not influenced by any form of resection partial 
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or total. On the other hand the rate of growth 
may be slow and life may not be shortened by 
the existence of a slowly growing cancer in a 
relatively innocuous site. 

Unlike cancer.of the breast, however, a slow 
and otherwise non-lethal cancer of the stomach 
may kill “prematurely” because of three acci- 
dents: haemorrhage, perforation or obstruction. 
Even a completely benign submucous prepyloric 
lipoma may kill by obstruction. A completely 
non-malignant ulcer may (and not infrequently 
does) kill by hemorrage or perforation. A man 
with a slowly growing non-lethal cancer may 
certainly suffer a “premature” death from “can- 


B/SASTRIC CANCER - AGE 40 


Fig. 3.—The radial lines show the difference in speed 
between a rapid lethal carcinoma (causing death in a 
year or two) and a relatively non lethal slow carcinoma 
consistent with survival of five years or more. The 
vertical lines illustrate that at any stage even a non 
lethal carcinoma may become lethal by the intervention 
of hzmorrhage, perforation or obstruction. 


cer’ through the accidental intervention of one 
or more of the complicating factors. 


What can be done to substantially lessen the 
incidence of these preventable deaths in non- 
lethal slow cancer of the stomach? 


McNeer and his associates® (1951) have shown 
that post mortem examinations on individuals 
treated for stomach cancer by subtotal gastrec- 
tomy show recurrence in the gastric stump to the 
extent of 50% (Fig. 4). It would seem reasonable 
to assume that as long as any remnant of stomach 
wall remains the tumour is liable to local re- 
currence in a high proportion of cases. As long as 
tumour exists in the stomach (or any remaining 
portion) death from hemorrhage, obstruction or 
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perforation can kill the individual with a slowly 
growing non-lethal cancer. In deciding upon the 
extent of removal more emphasis is needed on 
this known fact that a stomach wall once in- 
volved with tumour is notoriously prone to 
harbour cancer so long as any portion of it re- 
mains. 

It still remains to be proven that total gastrec- 
tomy with its initial higher operative mortality 
will materially improve the percentage of five 
year survivals. But it seems fair to state that the 


time has come for a more general controlled 


trial of this more radical procedure in the hope 
that the patient with non-lethal gastric carcinoma 


RECURRENCE FOLLOWING 
SUBTOTAL GASTRECTOMY 





GASTRIC STUMP 50% 
GASTRIC BED 53% 
DUODENAL STUMP 15% 






Fig. 4.—Recurrence as shown by post mortem exami- 
nation after subtotal resection in gastric carcinoma. 
(After McNeer). 


will have at the least a chance for survival equal 
to that of the patient with the non-lethal breast 
cancer. 


SUMMARY 


1. Gastric cancer accounts for 20% of all 
deaths from carcinoma and by existing methods 
of management this figure is not likely to be 
significantly altered. 

2. Submission of all so called “late” cases of 
gastric cancer to surgery may result in an im- 
provement of survival. These late cases include 
a larger proportion of slow non-lethal tumour 
growths. 

8. Death in gastric carcinoma frequently re- 
sults from hemorrhage, perforation or obstruc- 











nn wz 


Ry A AF. AF a 











Canad. M. A. J. 
April 1953, vol. 68 








tion. This occurrence in a slowly growing non- 
lethal cancer may cause death at a stage earlier 
than is warranted by the type of malignancy. 
4, As long as any remnant of stomach remains 
recurrence of growth is liable. 
5. Some of these premature deaths might be 
postponed by a total removal of the stomach. 
I am indebted to Mr. Mel Stover, chief technician in 


the Department of Anatomy at the University of Mani- 
toba for the figures in the text. 
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HEART DISEASE AND 
PULMONARY TUBERCULOSIS* 


G. PHILLIPS, M.B., B.S.(Lond.), 
Saint John, N.B. 


IN THIS REPORT, two cases of congenital heart 
disease developing pulmonary tuberculosis are 
described. The literature on the subject is re- 
viewed and an attempt is made to draw some 
conclusions. 

In 1852 Rokitansky' writing on this subject 
stated that cyanosis offered complete protection 
against the development of pulmonary tuber- 
culosis. This is important because it has been 
stated by other writers that’ he claimed that 
heart disease protected against the development 
of pulmonary tuberculosis. In point of fact, even 
Rokitansky’s limited statements have been found 
not to be invariable. In 1871 Paul® stated that 
congenital pulmonary stenosis, with or without 
a normal root, predisposed the patient to the 
development of pulmonary tuberculosis. This it 
will be noted is an interesting divergent opinion, 
and it has been supported by other writers. 
Norris? in 1933, writing on this subject stated 
that pulmonary tuberculosis occurred in one- 
third of all cases of congenital pulmonary 
stenosis. Two years earlier, namely in 1931, 
Fishberg* gave pulmonary tuberculosis as the 
cause of death in nearly all the cases that survive 
the first decade of life. This claim was supported 
by necropsy evidence. Factors were advanced 
in an attempted explanation of the findings, and 
among them may be quoted: pulmonary isch- 
emia, inequality of a serious nature between 
the bronchial and pulmonary circulations, and 
disturbances of carbon dioxide balance. It has 
been suggested that the end result of these 
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various factors is a lowering of pulmonary re- 
sistance to disease. Clearly such a claim is dif_fi- 
cult either to prove or to disprove, and it has 
only been offered as a possible basis for further 
considerations. 

As one would expect, such statements as these 
already given did not go unchallenged. In 1935, 
Aubertin® writing in Paris stated that pulmonary 
stenosis did not predispose a patient to pul- 
monary tuberculosis, and he stated that in most 
of his cases there was a strong family history of 
pulmonary tuberculosis. Auerbach and Stem- 
merman® (1944), were in agreement with 
Aubertin’s views, and inthe two cases about to 
be described, such an explanation could account 
for the tuberculosis in one of the patients, but 
these two disagree on one point, and that is as 
follows: congenital pulmonary stenosis being the 
commonest associated lesion, it could be that 
Paul was correct in claiming that this particular 
lesion did predispose the patient to pulmonary 
tuberculosis. 

With all this conflicting evidence, the ques- 
tion of relating one disease to the other is most 
difficult, if not impossible to answer. Gloyne’ 
(1936), Grenet and Francois-Joly® could find no 
evidence by which one disease could be related 
to the other. This matter must therefore remain 
an open question. 

The two cases to be described concern two 
sisters in a family of nine children. The parents 
are alive and well, and the remaining seven 
children are also alive and well. The two pa- 
tients are respectively 24 and 21 years old, and 
there is another girl between these two, who is 
alive and in good health. There is no evidence 
of any kind in the mother’s obstetrical history to 
indicate that she had any abnormality, and she 
stated that she had not had any previous illnesses 
of significance either before or during the preg- 
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nancies which produced either of these girls. On 
direct questioning, the family history on both 
the mother’s and the father’s sides was also nega- 
tive. The vexatious question of etiology of the 
cardiac conditions will be referred to again in 
this report. 


Case 1 


J.X., aged 24. From the age of seven this girl was too 
weak to be able to play with other girls and boys. Her 
schooling was also interrupted and she suffered nose 
bleeds on various occasions. Her tuberculosis started 
insidiously in 1946, and was then confined to the left 
lung. In 1948, a nine rib thoracoplasty was performed 
and her condition was improved at the time of her dis- 
charge. She was seen in May 1950, being readmitted 
to a sanatorium because of a spread of disease to the 
right lung. When seen she was slightly dyspnoeic and 
stated that thoracoplasty had only increased her dys- 
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features of this condition, and one will only encounter 
varying degrees of right ventricular preponderance. 


CasE 2 


S.X., aged 21. This patient was first seen in April 
1952 and she stated that her tuberculosis had been 
diagnosed in March 1950. She, like her sister, had been 
unwell from early childhood, cough and dyspnoea having 
been the major troubles. She had been unable to play 
with other children and her schooling had also been 
interrupted. On leaving school, she worked for three 
months, but noticed that her cough had increased and 
that in addition she had sputum. Her energy was also 
failing more than it had previously. In March 1950, 
while her cardiac condition was being investigated, 
right pulmonary tuberculosis was diagnosed and sana- 


‘ torium treatment was advised. 


In addition to the physical signs of pulmonary in- 
volvement, there were the following cardiovascular 
signs. This patient had the characteristic “moon” face 
(Wood, 1950),® and a malar flush was also present. The 
radial pulse was small, regular and the rate was 80 per 
minute. The blood pressure was 120/80 in the right arm. 





Fig. 1 


Fig, 2 


Figs. 1 and 2.—Preoperative films. The pulmonary dilatation beyond the stenotic area is 


well seen in each instance. 


pnoea to a minor extent. On examination, the relevant 
cardiovascular signs were: slight clubbing of the fingers. 
The radial pulse was small and regular, the rate 80 per 
minute. The jugular venous pulsations exhibited a typi- 
cal presystolic “a” wave. The blood pressure in the 
right arm was 125/80. The apex beat was in the 5th 
left intercostal space, three inches from the midsternal 
line, and it was a right ventricular type of beat. A thrill 
systolic in time, was maximally located in the second 
left interspace beside the sternum. The sounds at the apex 
were normal, and there were no apical murmurs. At the 
pulmonary base, the first sound was accompanied by a 
loud systolic murmur. The second sound was absent. 
At the aortic base, both sounds were heard and the 
murmur was conducted to it. 

With regard to her pulmonary condition, she was a 
case of far advanced tuberculosis, with left thoraco- 
plasty and involvement of the right lung. The cardiac 
physical signs were consistent with a diagnosis of con- 
genital pulmonary stenosis. The roentgenogram disclosed 
a cardiac shadow which confirmed this diagnosis 
(Fig. 1). A preoperative electrocardiogram showed 
right ventricular preponderance. It should be pointed 
out that there are no essential electrocardiographic 





The jugular venous pulsation showed the typical pre- 
systolic “a” wave. The apex beat was three inches from 
the midline in the fifth interspace, and was of the right 
ventricular type. A marked systolic thrill was present 
in the second left interspace Seti the sternum. Both 
sounds were heard at the apex, and there was occasional 
splitting of the mitral first sound. At the pulmonary 
base, a harsh, loud systolic murmur accompanied the 
first sound, the second sound being absent. At the aortic 
base both sounds were heard. 

A diagnosis of pulmonary stenosis associated with 
pulmonary tuberculosis was made. 

The roentgenogram showed a typical pulmonary 
stenotic cardiac outline, (Fig. 2). The electrocardio- 
gram added little to the picture. 

This patient underwent a_ successful right upper 
lobectomy on June 6, 1952, and so far remains free o 
complications. There was no added dyspnoea, and al- 
though the cardiac physical signs remained unchanged, 
the impression was that the heart action was less force- 
ful, and that the murmur and thrill had lost some of 
their intensity. This was even apparent to the patient. A 
cardiogram showed no change, the cardiac silhouette 
was also unchanged. 
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THE ETIOLOGY OF THE HEART LESIONS 


This question remains even yet vexatious and 
incomplete. The following remarks consist of 
theories which have from time to time been 
advanced. 

1. Valvular type of pulmonary stenosis.—Ab- 
bott'® in 1927 suggested that fetal endocarditis 
of the pulmonary cusps after closure of the inter- 
ventricular septum might be a cause by which 
the valvular type of stenosis was produced. 
Gross" (1941), rejected this theory, and stated 
that there was insufficient histological evidence 
of previous endocarditis, and also that the nature 
of such an endocarditis was obscure. He put 
forward the suggestion that there was a malde- 
velopment of the arteries supplying the valves, 
and that this resulted in valvular deformities. 

Meanwhile in Australia, Gregg’? (1941), put 
forward the theory of rubella in the early months 
of pregnancy being a cause of fetal cardiac ab- 
normalities. This work was supported and con- 
firmed by Swan’ (1943), Miller’* (1948), 
Gronewall and Selander’® (1948), and Wessel- 
hoeft'® (1949), but the last named stated that 
the commonest lesions in the rubella cases were 
a patent ductus arteriosus; and ventricular septal 
defects, and that these indicated a maldevelop- 
ment rather than an inflammatory condition in 
those cases in which rubella had been a factor 
in the early months of pregnancy. 

Wood and Abrahams’ (1951), collected a 
series of 71 cases of congenital pulmonary 
stenosis, and showed that maternal rubella was 
attributable in 2% of cases only. There was no 
history of rubella in the mother of the two cases 
reported here. 

2. Infundibular type of pulmonary stenosis.— 
Keith's (1909), advanced the statement that 
there was an arrest of the normal involution of 
the bulbus cordis, which should be incorporated 
into the right ventricle by the end of the second 
month of fetal life. 

The problem of explaining how these two 
tirls came to have similar congenital heart 
esions remains unsolved, and it is again men- 
ioned that the other members of the family 
ire well, and that the parents are also well. It 
s not a common finding, and one is forced to 
nvoke some hereditary defect, either in the 
zerm plasm, or in the developing fetus. 

It will be recalled that in the two cases re- 
yorted here, the pulmonary condition was 
reated in both instances by a major surgical 
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procedure. On each occasion, there was no 
deterioration in the cardiac condition. There 
seemed to be no reference to the subject of 
major surgery in cases of pulmonary tuberculosis 
complicated by congenital heart disease in the 
literature, a point borne out by Auerbach and 
Stemmerman® (1944). In reviewing the literature 
they have given the generally accepted criteria 
for collapse therapy, and quote Ritschel'® (1932), 
and (Hillesheim,?? 1938), who used artificial 
pneumothorax without adversely affecting the 
cardiac conditions. Incidentally, the cardiac 
lesions in the cases quoted from the literature 
were cases of pulmonary stenosis. 

Actual studies in circulatory dynamics in such 
cases are lacking and it would be unwise to 
theorize too far on the question of what would 
be likely to happen. The circulatory changes in 
a lung under a thoracoplasty, and their possible 
effect upon cardiac action are not known. Cyan- 
osis is frequently absent in pure pulmonary 
stenosis, but pulmonary oligzemia is constantly 
found, and the degree of dyspnoea is variable. 
Since thoracoplasty can produce dyspnoea in a 
“normal” case, it is not unreasonable to have 
expected it in the case reported here. It was 
found that the dyspnoea had only been slightly 
increased. What might occur after resection is 
of even greater conjecture. Although it would 
seem that there was less work for the heart to 
do by reason of a reduction in the total respira- 
tory vascular bed, it might also be that a person 
whose respiratory balance was already precari- 
ous, might well be the worse for the loss of lung 
tissue. The only way in which this could be 
compensated would be (1) by an erythrzmia, 
and (2) by an increase in the respiratory rate. 
Thus the work done by the heart would be in- 
creased, and earlier failure might be precipitated. 
Again, in this case, an increase in dyspnoea did 
not occur; indeed, the impression was that the 
cardiac action was less forceful. The only con- 
clusion that may be inferred from the results of 
major surgery in these sisters is that in the ab- 
sence of cardiac failure, congenital pulmonary 
stenosis is not of itself a contraindication to the 
surgical treatment of the pulmonary tuberculosis. 


SUMMARY AND CONCLUSIONS 


Although the available evidence was not con- 
clusive that congenital heart disease predisposed 
a person to pulmonary tuberculosis, it did dis- 
close as fallacious any belief that such conditions 
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protected against it. Another problem which was 
not settled was a comparison in the incidence of 
pulmonary tuberculosis in patients suffering 
from congenital heart disease and the incidence 
of pulmonary tuberculosis in general. It was 
thought not to be significantly higher, in spite 
of the fact that in some collected groups studied, 
the opposite point of view would have seemed 
likely. There was, however, a balance of opinion 
in favour of the view that of all cardiac lesions, 
congenital pulmonary stenosis was one more 
likely to be associated with the development -of 
tuberculosis, provided that the heart condition 
did not cause death in the first decade. Certainly, 
in cases where both conditions existed it was 
almost uniformly the tuberculosis which de- 
termined the general course of the patient's 
health, and in the two cases reported here, it 
was shown how the cardiac conditions could be 
“ignored” in deciding to submit them to major 
surgical procedures. 

The mechanism of evolution of tuberculosis 
in this cardiac group also remained unexplained; 
possible factors have been mentioned. 

Some current views on the etiology of the 


CARDIAC COMPRESSION 
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ALTHOUGH THIS CONDITION was first described in 
1594 by Baukinus, and various hypotheses as to 
its etiology were advanced by many investi- 
gators in the late 19th century, there is relatively 
little mention of it in the modern literature. 

Oschner and DeBakey' and Lester** deal 
thoroughly with the historical, etiological, diag- 
nostic and operative therapeutic aspects within 
the last eleven years. 

The purpose of this paper is twofold; first, to 
draw the attention of the profession to the ex- 
istence of this condition and its cardiac effects 
and second, to suggest certain electrocardio- 
graphic changes which may help one suspect its 
presence. 


APPEARANCE 


The patient is more or less “round-shouldered” 
in appearance, and shows an increase in the 
dorsal kyphotic curve with some compensatory 
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cardiac lesions have been given, and it was 
shown how inadequate these were in explaining 
the two cases reported here. 


I would like to thank Dr. R. J. Collins for allowin 
me to publish these two cases, and for his help an 
advice in preparing this report. I would also like to 
thank Miss M. Heenan for preparing the original type- 
script, and Mr. R. Doherty for his photographic work. 
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increase in the lumbar lordosis. One sees some 
depression of the anterior chest. This may take 
the form of a deep funnel-shaped depression 
caused by the sternum proceeding posteriorly 
as it descends from the level of the second 
chondro-sternal articulation and reaches its maxi- 
mum in the region of the lower extremity of the 
sternum and ziphoid. Another form may show 
this same posterior displacement of the sternum 
accompanied by a deep sulcus extending across 
the entire anterior chest at the level of the lower 
extremity of the sterum. The ziphoid is retracted 
more or less deeply and the costal cartilages of 
the ribs from the third down curve backward to 
meet the sternum. 

Symptoms.—Some cases are asymptomatic, but 
it must be borne in mind that, while the patient 
states he notices no diminution in exercise toler- 
ance, it is obvious that he has never experienced 
normal exercise tolerance and consequently ii 
is not until correction of the deformity has been 
effected that he realizes the extent of change ir. 
his status. Usually there is a marked diminution 
in exercise tolerance, with ready fatiguability 
accompanied by dyspneea, palpitation and some- 
times by pain. 
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It was thought at first that the dyspnoea was 
related primarily to decreased pulmonary ca- 
pacity, but it is now recagnized (1) and (3) that 
this factor is of minor importance and that the 
interference with proper cardiac action is vastly 
more important. 


Etiology.—Since this condition is present from 
birth various suggestions have been put forward 
in the last century centering about inter-uterine 
pressure on the chest from a knee, elbow, hand, 
the jaw, etc., to explain this deformity. These 
theories did not stand up to critical investiga- 
tion, and later in the 19th century it was thought 
that rickets was responsible. Brown? and 
Lester*® * agree that this condition is caused not 
by rickets but by lack of development of the 
central tendon of the diaphragm. This tendon 
has two main divisions; a medial portion which 
attaches in the region of the xiphisternum to the 
substernal ligament and a lateral portion on 
either side attaching to the anterior chest wall 
at this same level. When the medial portion 
alone fails to develop and is consequently rela- 
tively shorter than the other tendons of attach- 
ment of the diaphragm, inspiration causes a 
strain in the anterior-posterior direction which 
pulls the ziphoid and lower sternum as well as 
the cartilages of the 3rd to 10th ribs backward, 
forming a definite funnel chest. When the lateral 
portion of the central tendon also fails to de- 
velop the deformity shows not only a funnel but 
also a deep sulcus across the anterior chest at 
the level of the ziphoid. Where the lateral por- 
tion alone fails to develop, the anterior chest 
wall is pulled in and the sternum appears to pro- 
trude as in “pigeon-breast”. In dealing with 
cardiac compression we need consider only the 
first two of the above three mechanisms. 

Another suggestion as to the etiology has 
been mentioned by Andrus® who feels that con- 
genital failure of expansion of a lobe of a lung 
or a very early collapse with atelectasis could 
account for similar thoracic cage deformity. 

Cardiac effects—The degree of cardiac com- 
pression cannot readily be estimated by physical 
examination. Where the heart is forcibly dis- 
placed into the left (or right) hemithorax there 
is, of course, not only kinking of the four great 
vessels at the base of the heart but also some 
degree of torsion of these vessels in a direction 
counter-clockwise to the long axis of the heart. 
The greater the displacement the greater the 
interference with cardiac filling through the 
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great veins and emptying through the aorta and 
pulmonary artery. 


In other cases, where the diaphragmatic 
surface of the pericardium is more firmly ad- 
herent to the diaphragm, displacement will be 
limited and the heart must remain in a fairly 
central position and consequently feel direct 
compression effects. In diastole the entire heart 
needs more space to enlarge. Auricular filling is 
a fairly passive mechanism. In order to fill the 
auricles must assume a relatively rounded con- 
figuration. Under compression there is competi- 
tion for space between the ventricles and the 
auricles in diastole and it will readily be realized 
that the relatively thin-walled auricles will be 
denied what space is available by the heavier 
and firmer ventricle. This will result in decreased 
auricular filling. Under conditions of increased 
exercise demand, where it becomes necessary for 
an increase in stroke output, the heart will be 
unable to meet this demand because of the im- 
pairment in auricular (and consequently ven- 
tricular) filling. 

The maximum impulse of blood in the coro- 
nary arteries occurs during diastole from back 
pressure in the aorta after the aortic cusps have 
closed. It is in this same phase that the heart 
is expanding and consequently the pressure on 
the surface of the heart is at a maximum. There 
must therefore be poorer coronary arterial 
cir¢ulation in the presence of external pressure 
upon the surface of the heart. Since, as men- 
tioned above, the heart cannot respond to in- 
creased exercise demand by increasing the stroke 
volume, it must of necessity speed up consider- 
ably. Since this faster rate diminishes the period 
of diastole there must, of necessity, be further 
interference with myocardial nutrition. In my 
opinion we need look no further for an explana- 
tion for the precordial distress and myocardial 
damage noted by some of these patients. 

Incidence.—Although a survey of the literature 
reveals an average incidence of 0.059% of this 
condition (28 cases in 46,705 individuals) it must 
be noted that 12 of these cases are mentioned by 
Nowak in a survey of 30,000 persons from the 
general population. Disregarding this series and 
confining ourselves to the cases of Eichhorst, 
Rosenfeld, and Lumbross we find 16 cases in 
16,705 patients or an incidence of 0.097%, or ap- 
proximately 1 patient in every 1,000 who con- 
sulted a physician. My own incidence is con- 
siderably higher since it involves 5 cases in the 
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last 855 patients, an incidence of 0.585% or 1 in 
200 patients with cardiac symptoms. It will thus 
be seen that this entity is not quite as rare as is 
often supposed. The sex incidence according to 
Eichhorst, Eibstein, etc., shows males pre- 
dominating in a ratio of 4 to 1. All 5 of my series 
are females, and their ages range between 26 
and 49. All displayed a long, somewhat “round- 
shouldered” posture with increased thoracic 
kyphosis. One had been treated for rheumatic 
heart disease and the others for ready fatigu- 
ability and “lack of strength”. 


Electrocardiograms. — Fig. 1 shows. electro-'' 


cardiograms including augmented unipolar ex- 
tremity leads and, in four of these cases, uni- 
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polar precordial leads. In four of these cases it 
will be noted that the P waves, especially in 
leads 2, 3 and AVF, as well as in some of the pre- 
cordial leads, appear more prominent and are 
much more pointed in configuration than one 
would normally observe. This is not true of case 
B who had a concomitant rheumatic heart condi- 
tion with auricular damage. It will be noted 
there appears to be a more or less generalized 
depression of the ST segments particularly in 
leads 2 and 3 although seen in AVF. In fact, with 
the exception of case C in which the degree of 
compression was least, all of the curves in lead 
3 show some abnormality. Fig. 2 is a continuous 
tracing in lead 3 of of case E and shows that the 
pointed P may be elicited by deep inspiration. 
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EXPLANATION OF ELECTROCARDIOGRAPHIC 
CHANGES 


(a) The pointed P wave.—The auricles nor- 
mally recover from contraction and, in diastole, 
where filling takes place and which is a purely 
passive phase, assume a configuration which 
allows maximum filling of the chambers. In the 
presence of cardiac compression, because of 
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competition (as mentioned above) between the 
ventricles and the auricles for the available 
mediastinal space, the thin-walled auricles suffer 
a much greater limitation of expansion than do 
the thick-walled ventricles. As a result, the 
auricles cannot assume a round shape and will 
be pressed, more or less, flatter than normal. This 
will greatly diminish auricular filling and will 
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form a crease at the lateral extremity of the maxi- 
mum width of the auricles. As a matter of fact, a 
case’ has been described in which a permanent 
depression or groove was found in the auricle. 
Referring to Fig. 3 (a) it will be seen that, as the 
electrical potentials accompanying contraction 
proceed around the auricular wall in a fully ex- 
panded auricle, there is a considerable portion 
f the segment in which the potentials are pro- 
ceeding in a direction perpendicular to a line 
from the electrode to the auricle. This produces 
the normal rounded P wave. If the auricle is 
compressed severely this rounded configuration 
will be lost and the potentials reverse their 
direction much more abruptly as in the second 
sketch in 3 (a). This explanation could account 
for the pointed P waves found in cases of com- 
pression. 

Depression of S-T segments.—In cases of 
cardiac compression, more particularly those 
that do not show a great deal of displacement to 
the side, it will be seen on fluoroscopy that there 
is a much greater transverse diameter in diastole 
than in systole. This difference in diameter is 
much greater than one finds in comparing the 
diameters in the two extreme phases of the 
normal heart. Since the room for diastolic expan- 
sion is not available in the anterior-posterior 
direction the heart can expand only to the sides. 
As mentioned above the coronary artery circula- 
tion is impeded by this compression. Having re- 
gard to the position of the heart in the chest it 
will be seen (Fig. 3b) that the greater amount of 
anterior-posterior compression will be exerted 
directly upon the area of heart muscle supplied 
by the posterior coronary artery and its branches. 
This could very easily account for the changes 
in the electrocardiographic pattern involving the 
depression of the ST segments in leads 2, 3, 
and AVF. 


CasE REPORTS 


Case A 


This 39 year old female had never been strong. For 
the last four or five years she had been suffering from 
pain from precordial distress, dyspnoea and fatiguability 
on progressively less and less exertion. She noted a 
smothering feeling in the anterior chest after as little 
exercise as walking 50 feet and a sensation of “pound- 
ing” which accompanied this smothering feeling. There 
was greatly progressive ankle cedema, at first only in the 
evening. When seen she was in the orthopneeic position 
in a hospital bed and had been receiving continuous 
oxygen by tent for several days. In spite of cardiac medi- 
cation she displayed bilateral massive pulmonary cedema, 
ankle cedema, severe hepatic congestion and markedly 
swollen ankles. She frequently coughed up blood-tinged 
sputum. An anterior-posterior x-ray showed the right 
border of the vertebral column clearly, and the left 
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ventricular border seemed to project too far into the 
left chest. There was no history of hypertension; and, 
although there was a history of scarlet fever at 13 years 
there was no electrocardiographic evidence of rheumatic 
heart damage. Lateral pictures revealed that on expira- 
tion her heart had only 5.5 centimetres’ room in the 
anterior-posterior plane. She was sent to the operating 
room on oxygen. Dr. A. J. Grace resected all the carti- 
lages from the 3rd rib down, cut a wedge-shaped piece 
from the upper sternum and raised the sternum per- 
forming an incomplete fracture. The substernal ligament 
was freed by blunt dissection upward under the sternum. 
Two pieces of wire connected the now-elevated sternum 
to a cradle. Within twelve hours she was completely 
compensated; and within two months was leading a 
normal existence with vastly increased exercise tolerance. 


CasE D 


This 46 year old female had complained of palpitation, 
dyspnoea, and a deep precordial aching sensation accom- 
panied by extreme weakness and some degree of 
faintness on slight exertion. There was no rheumatic 
history whatever. The electrocardiogram revealed a P-R 
interval of 0.20 seconds and quite prominent pointed P 
waves in leads 2, 3, AVR, AVF, V2, V4 and V5. Lateral 
x-rays revealed a definite decrease in the distance between 
the posterior surface in the lower sternum and the anterior 
surface of the dorsal vertebral column. There was no 
sign of venous engorgement or decompensation. Dr. 
Grace proceeded as described in the case above as far 
as elevating the sternum is concerned. To retain it in 
this position he utilized a piece of the 9th rib inserting 
it as a bridge behind the lower sternum. This patient 
was not encumbered by any apparatus and she was on 
her feet in three days. Her increase in exercise tolerance 
has been steady and gratifying. 


SUMMARY 


Funnel-chest is probably a result of a develop- 
ment defect in the anterior tendon of the dia- 
phragm. It can occur in 1 out of 200 patients 
seen in a cardiovascular practice. The diagnosis 
can tentatively be made by the (not always 
obvious) deformity and symptoms of early fatigu- 
ability, dyspnoea on exertion, palpitation and 
sometimes pain. The author suggests that 
electrocardiographic changes such as prominent — 
pointed P waves and depression of the S-T seg- 
ments, particularly in leads 2, 3, and AVF may 
be helpful in suspecting the presence of this 
condition and serve as an indication for further 
investigation. Final diagnosis is purely a roent- 
genological matter and includes lateral as well 
as antero-posterior fluoroscopy and plates. The 
degree of embarrassment is a function not only 
of the extent of thoracic deformity, but also the 
degree of cardiac displacement. Proper surgical 
attention results in definite subjective and ob- 
jective improvement. 
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USE AND MISUSE OF PLASTER 
WALKING BOOT 


OLAV ROSTRUP, M.D., F.R.C.S.[C.], 
F.A.C.S., Edmonton 


TRAUMA AND DISEASE of the lower extremity 
have always presented a problem to both the pa- 
tient and the doctor because of the interference 
with locomotion. Braces and splints of various 
types have been used in the past and are still 
being used to mobilize the patient. The plaster 
walking boot is just a modification of these. Al- 
though early ambulation is desirable in many 
instances it must be done with safety to the pa- 
tient and with no delay to healing of the respec- 
tive lesion. 

Hugh Owen Thomas laid down the principle 
of “rest, enforced, uninterrupted and prolonged” 
when speaking of both traumatic and inflamma- 
tory lesions of the lower extremity. He con- 
sidered the stiffness and atrophy of the im- 
mobilized limb no more than an incidental price 
to pay for bony union or healing of disease. To 
decrease the time in bed and still try and follow 
his principles Thomas designed and made many 
splints and braces. These required particular 
skill and equipment to make and were often 
clumsy and heavy. 

In 1852 Antoninus Mathijsen, a Flemish sur- 
geon of Brabant introduced the use of plaster of 
paris bandages as a substitute for braces and 
splints. The importance of Mathijsen’s contribu- 
tion cannot be exaggerated. Up until this time 
rigid bandages, using resins, gums and other 
semi-solid substances had been tried but were 
comparable only to the present day Unna’s paste 
boot. Now with plaster of paris every limb could 
be immobilized by anyone with a little practice. 
Plaster of paris is the most widely used splinting 
material in the modern world. 

Up until the 1920’s thick padding was con- 
sidered essential to prevent constriction of the 
limb. This not only produced bulky casts but 
often defeated the purpose of the cast by allow- 
ing too much motion within the cylinder. It must 
be realized that no cast or splint for that matter 
immobilizes a bone directly, it merely im- 
mobilizes the limb or part of it by splinting the 
soft parts surrounding the bone. Bohler at his 
clinic carried padding or the lack of it to the 
other extreme and did achieve greater immobili- 
zation and control of the injured part. Although 
few clinics have permanently adopted the “skin- 
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tight plaster” almost all have given up the older 
idea of heavy or thick padding. Today either a 
thin layer or two of sheet wadding or stocking- 
ette is considered sufficient. This helps protect the 
bony points, allows the cast to be well moulded 
to securely fit the part and also facilitates re- 
moval of the cast when it has served its purpose. 


Championniére early in the twentieth century 
by constant reiteration popularized early ambu- 
lation of the injured part against the well im- 
bedded teachings of Thomas. Mobilization of 
joints adjacent to fractures and exercise of the 
overlying muscles were an expression of the re- 
action which occurred against the stiffness and 
disability that so frequently followed the ex- 
aggerated immobilization. As is usual with the 
introduction of a revolutionary concept, its ap- 
plication was carried too far and delayed and 
non-union or flare-up of infections resulted. To- 
day almost every procedure designed for the 
care of fractures includes some form of motor 
activity, whether directly, as in the muscle action 
in fractures of the femoral shaft held in sus- 
pension, or indirectly, as in partial weight bear- 
ing in walking casts for fractures about the ankle. 


The two concepts of enforced rest, prolonged 
and uninterrupted (Thomas), and the newer 
one of muscle action and adjacent joint move- 
ment, are not as mutually contradictory as they 
seem on first glance. The value of enforced and 
uninterrupted rest to the part injured or diseased, 
as long as required is incontestable. The value 
of mobilization of the rest of the limb and over- 
lying muscles in fractures at the earliest safe 
opportunity is equally so. Adherence to the first 
principle and, selecting only cases where this can 
be carried out for the use of the walking plaster 
boot, makes the second concept safe and applic- 
able. Misuse of the plaster walking boot more 
often follows negligence of the principle of rest 
to the part than the latter concept. 

Although the value of irritation as a stimulus 
to bone growth was known to John Hunter it 
had previous to Championniére been used only 
in cases of retarded union. Today it is fairly well 
accepted that a very small amount of movement 
and positive pressure on stable fractures pro- 
motes osteogenesis and hastens fracture healing. 
A well used walking plaster boot can help 
achieve this end. Too much movement in the 
boot or incorrectly selected cases can defeat it. 

Thus it would appear obvious that, if the two 
concepts just outlined are followed, a plaster 
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walking boot has a very useful place in the 
treatment of immobilizing lesions of the lower 
extremity. If it has fallen into disrepute in cer- 
tain quarters it is because the appliance has been 
misused and disaster has resulted. 

As far as the patient is concerned a plaster 
cast is the responsibility of the surgeon. When 
properly applied the control of the injured or 
diseased part passes out of the hands of the 
patient. A properly applied walking boot should 
allow him all movement which is not going to 
delay healing and as completely as possible rest 
the injured portion. 

All adequate walking boots should extend from 
the flare of the medial condyle of the tibia and 
the head of the fibula to the ends of the toes. It 
naturally follows that only lesions which can 
be adequately immobilized by a cast of this size 
should be treated in a walking boot. Inflam- 
matory lesions in the acute phase require com- 
plete bed rest and cannot be made ambulatory. 
Septic arthritis or osteomyelitis of the ankle or 
foot which has gone on to spontaneous fusion 
may first be made ambulatory in a walking boot 
to give some protection to the part and prevent 
a flare-up of inflammation before allowing to 
go unprotected. If surgical fusion in foot or 
ankle is carried out one may follow the same 
procedure once fusion is fairly well advanced. 
(As a rule however no inflammatory lesions 
should be put in a walking cast. ) 

The majority of cases which are best treated 
in a walking boot are traumatic. If the injury 
is sufficient to cause considerable swelling, ap- 
plication of the walker should be delayed until 
the swelling has subsided and a new close 
fitting cast applied. Loss of reduction and pres- 
sure sores occur if the patient walks in a cast 
which has become too loose. 

Fractures of the small toes seldom need more 
than splinting to the adjacent toe and the 
splinting of a firm sole and a metatarsal bar and 
do not require a cast. The great toe however 
may be so swollen that the regular shoes or 
boots of the patient may be too small. A plaster 
walking boot may be used for the first week or 
two till swelling subsides and a boot with a 
metatarsal bar can be worn. 

Fractures of the metatarsals when single are 
seldom displaced but when they are should be 
reduced, particularly to prevent plantar bowing. 
In applying the cast the metatarsal arch and 
area under the fracture should be moulded up 
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well. Usually a walking appliance can be applied 
immediately and the patient able to walk with 
full weight within a few days. 

In fractures of several metatarsals there is loss 
of the splinting effect of adjacent bones. These 
should be reduced and fixed as with a single 
metatarsal fracture but a walking appliance 
should not be used until there is some evidence 
of union, particularly in transverse fractures. 
These tend to be more unstable with weight 
bearing than are oblique fractures. 

Fracture dislocations of the mid-tarsal area 
may reduce easily and if stable are suitable for 
walking casts. If impossible to reduce closed 
and an open reduction is required the resultant 
instability makes them unsuitable for walking 
casts. Chip fractures of the tarsal bones may 
do better in a plaster boot, if there is much 
tenderness, than in an ordinary leather boot, 
but they seldom require them for long. 

Fractures of the talar neck without displace- 
ment or with impaction may be treated in a 
walking cast, for here the blood supply to the 
body of the talus or the head is seldom inter- 
fered with. If the body of the talus or the whole 
bone has been dislocated, the capsule has been 
torn and main vessels going in to the neck will 
also have been destroyed. Avascular necrosis is 
almost inevitable. To allow weight bearing after 
reduction will jeopardize any chance of recovery 
of the blood supply and cause deformity of the 
avascular one. A walking cast should never be 
used in such injuries. 

Fractures of the os calcis that do not involve 
the subastragaloid joint may be put in a walking 
boot as soon as the acute tenderness is gone. 
Fractures involving the subastragaloid joint 
should have the joint fragments reduced, as de- 
scribed by Palmer, or a subastragaloid arthro- 
desis if this is not feasible, because of the severe 
comminution. After there is sufficient consolida- 
tion of callus, usually in four weeks, a walking 
cast may be used with safety. A walking boot 
used too soon will allow compression of the 
fractures and widening of the heel, which may 
be painful later. 

Injuries about the ankle joint constitute the 
great majority of traumatic lesions treated in 
plaster boots. Soft tissue injuries are perhaps not 
given rigid support in a walking boot as often as 
they should be. With the reluctance of both pa- 
tient and doctor to thoroughly examine a 
sprained ankle to make sure the fibular collateral 
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ligament is not completely ruptured it is felt that 
perhaps all sprains, particularly of the inversion 
type should be treated in a walking boot. It is 
agreed that the majority of sprains do well with 
adhesive strapping but it has been felt for some 
time they would do better in a plaster boot and 
would be just as ambulatory. Also the complete 
ruptures that we do know should have a rigid 
support wouldn't be missed. 


Fractures of the malleoli when occurring to- 
gether constitute an unstable fracture and should 


not be put in a walking cast immediately but --: 


should wait until there is considerable consolida- 
tion. Fracture dislocations come in the same 
category and a good reduction may be lost by 
the use of a walking boot. Fractures of single 
malleoli which are well reduced do well in walk- 
ing boots. A solitary fracture of the posterior lip 
of the tibia may be put in walking boots if it in- 
volves one-third or less of the articular surface. 
Comminuted fractures of the lower articular 
surface of the tibia should never be put in a 
walking boot for there is danger of further 
spreading of the joint surface, avascular necrosis 
of small fragments and increased risk of trau- 
matic arthritis. Widening of the ankle mortice 
without fracture, when it can be well reduced, 
should not be put in a walking cast until swelling 
has subsided and healing of soft tissues is well 
under way, usually two or three weeks. 


Fractures of the shaft of the tibia either alone 
or with fractures of the fibula should not be 
treated in a plaster boot and above all a plaster 
walking boot. A plaster boot does not sufficiently 
immobilize the fracture to allow union and with 
the great deal of trouble we have, particularly 
in the lower third, with delayed and non-union, 
even with above-knee casts the added risk of a 
walking boot is not justifiable. Only in a very few 
stable fractures of the mid shaft, which are 
showing evidence of progressive union and in 
which it is felt the irritation from partial weight 
bearing will lead to firm union, should partial 
weight bearing be allowed. One must however 
realize that the healing process may be tipped 
the other way toward non-union and be pre- 
pared for the consequence. Also the cast must be 
above the knee with the knee partially flexed, 
grossly hampering the gait. These fractures take 
expert judgment to control, and a walking cast 
is better not tried if there is any doubt. 

In addition to what has already been said 
about the application of casts it should be noted 
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that a walking appliance should not be applied 
if there is much swelling present, or impending. 
If you are an adherent of the skin-tight cast this 
is particularly true. To put on skin-tight plasters 
you must be particular about padding the bony 
points, including the head of the fibula and 
medial condyle of the tibia, as well as the mal- 
leoli and the heel. In obese legs the casts do 
not immobilize the leg well because of tissue 
redundancy and less padding should be used. In 
very obese legs a walking boot is not advisable. 
In thin bony legs extra padding is necessary 
over the bony points. A pressure sore is un- 
forgivable. A platform under the toes is im- 
portant in toe and metatarsal fractures but 
should not hyperextend the toes or constrict 
them dorsally; otherwise the platform is optional. 
In the winter time it is felt it is easier to keep a 
sock on for keeping the toes warm. 


In applying the cast the first bandage is put 
on in a circular manner and then reinforced with 
a posterior slab and completed with two more 
5” bandages as a rule. As the cast sets the meta- 
tarsal and long arches should be moulded and the 
cast also moulded about the ankle joint, particu- 
larly in malleolar fractures. The cast should be 
close fitting and well moulded when set, with the 
foot ai”about 90° without inversion or eversion. 
After the boot is well set the walking appliance 
should be applied with another roll of plaster. 
In choosing a walking appliance select the light- 


est one with a rocker bottom and a good sized 


walking surface. The stirrup and button type of 
appliance are more difficult to walk on and tend 
to give the patient a twisting gait. The appliance 
should not raise the foot so high that he has to 
walk with too much flexion in his knee. The point 
of the first contact of the appliance should be 
just below the apex of the long arch or slightly 
posterior to it. In some individuals it may be 
necessary to raise the other shoe to balance them 
and in females one should try to make the ap- 
pliance the same level as the height of their 
usual walking heel. A sorbo rubber pad strapped 
to the sole is good for short term casts but has to 
be reapplied often if worn for any length of time. 
If possible a larger leather boot has the ad- 
vantage of a more normal appearance and pro- 
tects the bottom of the cast adequately. We use 
a small rocker placed in the centre of the foot 
which keeps the front of the cast from catching 
and it has the advantage of being cheap and 
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safe. These are made up by the hospital carpen- 
ter and covered with a piece of old bicycle tire. 

After the cast with walker is applied the 
patient should be shown how to walk. He should 
be particularly instructed to avoid a twisting gait 
and if he has some tenderness or cannot avoid 
the twisting gait at first give him a pair of 
crutches so that he can regulate the amount of 
weight he is applying and also walk with a more 
normal roll off the appliance. The crutches can 
usually be discarded in a few days after he has 
mastered the gait or the tenderness has subsided. 
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No matter how well the cast is applied the 
patient still takes a good share of the weight 
on his heel with some transmission to the mal- 
leoli, the upper leg and condyle of the tibia and 
head of the fibula. 

In conclusion therefore it should be re- 
emphasized that a plaster walking boot should 
only be used in stable injuries of the ankle and 
foot and the cast should be a close fit and well 
applied. It should not be misused in inflam- 
matory conditions or unstable injuries. 


416 McLeod Bldg. 





RETROVERSION OF THE 
UTERUS AS A NORMAL 
POSITION* 


I. A. PERLIN, M.D., Halifax 


THE TEXT BOOKS tell us that the retroverted 
uterus causes backache, iliac pain, dysmenor- 
rhoea, sterility, habitual abortion and _ other 
symptoms, and that it predisposes to prolapse 
and subinvolution. If the uncomplicated retro- 
verted uterus does produce such symptoms, why 
is it that when it is returned to the anteverted 
or so-called “normal” position the symptoms are 
not consistently relieved? Some time ago I re- 


TABLE I.! 


Out of the 44 cases traced the retroversion 
was uncomplicated in 20 cases, and of these, only 
7 obtained complete relief from their symptoms. 
The remaining 65% in spite of restoring their 
uteri to the “normal” position, got little or no 
symptom respite, and there was no consistency 
as between which symptoms were relieved and 
which not. In this group of 20 only one case 
complained of sterility, and this case did not 
become pregnant as a result of the operation. 
What about the 7 cases that obtained an ap- 
parent cure? Did the suspension produce its 
effect in these cases somatically or psychically? 
This is the disturbing question that we have been 
asking ourselves for some time. We have found 





RELIEF OF SYMPTOMS BY SUSPENSION ALONE 





Degree of relief No. of cases 





Symptoms relieved 





Symptoms not relieved 


Iliac pain, backache, dysmenor- — 


rhoea, deep dyspareunia. 


SRA cua cay Ghee kes were 7 
Ny Sib Ses iarnes 2 
I sii ib a ent ie attic ee le 7 
Ms 5 faci eteueutarcswexeion 4 


Iliac pain, backache, discharge. 


Iliac pain, backache, discharge. 


All symptoms recurred after one 
to five years. ws 
Iliac pain, discharge, sterility, 
dysmenorrhea. ; 
— Iliac pain, deep dyspareunia. 














*Temporary relief indicates complete relief of symptoms for 1 to 5 years. 
Partial relief indicates relief of some symptoms for from 6 months to present but nor relief of other symptoms. 





viewed and reported’ on all cases treated by 
suspension in the public service of the Victoria 
General Hospital, Halifax, between 1925 and 
1946. The results indicated that the cure of 
symptoms was unrewardingly small. Owing to 
“shift of population”, we were only able to trace 
44 of the 92 cases operated on, but we have no 
reason to believe the results would have been 
any different had we traced the whole 92. 


*From the Department of Obstetrics and Gynecology, 
Dalhousie University. 





a fair amount of evidence that the effect may 
be entirely psychic. For instance, this is the 
sort of thing that happens: 


1. We examined a patient with low backache, bearin 
down feeling and chronic iliac pain for two years an 
had just about decided that we had excluded every other 
cause than her retroverted uterus. Just before sending her 
to hospital, for a suspension, we examined her to find 
that the uterus had become anteverted. But she still 
had her symptoms. 

2. A woman comes into our service for some irregular 
bleeding that began just recently. Some years ago we 


_did a suspension with complete relief of symptoms such 
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as backache and pain. Yet we find now that her uterus 
is retroverted, and probably became so when the stitches 
gave way shortly after the operation. 

3. Another woman with similar symptoms who had a 
suspension 10 years ago with complete relief, got the same 
symptoms exactly back again within the last few months 
and comes back to have her uterus re-suspended—it being 
her own conviction that her womb is “tipped” again. 
But we find the womb still in the anteverted position. 

It is cases like these that cause us to ask our- 
selves if, in the 35% of cases that we rid of 
symptoms, the cure has not been a psychic one. 

The remaining 24 cases had associated with 
the retroversion some other complicating factor 
for which surgery was also done. The uterus in 


all these cases was mobile. 


TABLE II. 





ASSOCIATED CONDITIONS 


Conditions of cases 


NN ns ac od emked kaa aed ba RR eke 
th 6 di os crude Kees Rae wee ae hes 
I ig ss res 5 are uae acne 
NR able i ie ON os Sing cach pareuatad 
Ovarian cyst (simple follicular)... ............. 
Benign uterine bleeding....................... 
i, .2.5 aie ehti'din'e ka ea Naked alate ata ale 
I i rss cma scenedamagilice ee 
55 925d. 2 Polo Ha pene boeken 


Here there is overlapping because some cases had more 
than one associated condition. (Total number with 
associated conditions 24). 


—NNWNNCI CO 





TABLE IV.! 
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ing severe dyspareunia. But this also is a compli- 
cation and we operated for the sake of the 
ovaries. Even with this complication, we occa- 
sionally do a suspension without relieving the 
dyspareunia, in which case the latter symptom 
is probably an escape mechanism from a dis- 
tasteful marital association. We do believe, how- 
ever, that suspension is justified where this type 
of dyspareunia occurs. 

Let me restate our position on the retroverted 
uterus: 


1. We doubt if operation is justified in any case of 
uncomplicated retroversion. 


TABLE III.! 





OPERATIONS PERFORMED 
(IN ADDITION TO THE 44 SUSPENSIONS) 


No . 





Operations of cases 
CereRies OF OUTVER... «sonic ccseerinvccenss 11 
EE a er en eee ee ree 5 
I iin Sig hiinny sO ER EAS ORK WA ERS 2 
Emacteation of fibroids. ....... 6... veces cee ees 2 
No bc San. Serind 5s: od ee he eG RK EN 3 
RN Nl. SS sg in oh hela ew ata aA 2 
Presncral aympathectomy ...... 2-666 se cee cces 3 
IE iiss ih EG RRR ES 9 


— 








There were 24 patients who had operations in addition 
to suspensions so that the overlapping here is due to the 
fact that some had more than the two operations. 

SO RNR PAE ER RESETTLED Si TE GE EE A LET TT TE AE EAE SRD 2 


8 RR RR LER RN SS TL TE TE Se ES A A TS A TL TT TTS, SESE ET ECT ETE ES 
SumMaARY OF RELIEF OF SYMPTOMS IN SEcTION B (WHERE OTHER OPERATIONS WERE PERFORMED IN ADDITION TO 


SUSPENSION FOR ASSOCIATED CONDITION) 














Degree of relief No. of cases 


Symptoms relieved 


Symptoms not relieved 








Iliac pain, backache, discharge, — 


dysmen., sterility, menorha- 


Iliac pain, discharge, dysmen., 


Iliac pain, backache, dysmenor- 


menorrhagia, sterility. rhoea. 


NG asin icktain meats 14 

y gia. 
LES i a eee ee re 4 
PORN 2 case call toes Ne etal ee 6 


— Iliac pain, backache, discharge, 
dysmenorrhcea, menorrhagia. 








*Partial relief indicates relief of some symptoms for from two years to present but no relief of other symptoms. 





In this group the results were somewhat 
better, approximately 60% being cured (as 
against 35% in the uncomplicated cases )—see 
Tables I and IV. The cures in this group were 
due, we feel, rather to the other surgery we 
did, than the suspension, and probably the same 
results would have been obtained had we not 
suspended them, but contented ourselves with 
operating on the complicating factors alone. We 
make one exception to this, and that is where 
the ovaries are prolapsed beneath a retroverted 
uterus and get damaged during intercourse caus- 





2. When complicated by such conditions as_endo- 
metriosis, fibroids, chronic pelvic inflammatory disease, 
we believe the surgery should be directed at the compli- 
cating factor rather than the position of the uterus. 

3. Our only clearcut indication for suspension is where 
the ovaries lie under the uterus in the Pouch of Douglas 
causing deep dyspareunia, and some cases of early endo- 
metriosis. 


But why should we speak of a “complicated” 
or an “uncomplicated” retroversion? We do not 
use those qualifications in speaking of the ante- 
verted organ? If endometriosis occurs with an 


anteverted uterus, we make a straight-forward 
diagnosis of endometriosis. We don't say that 
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we have an anteverted uterus complicated by 
that condition. Why, then, say that we have a 
retroverted uterus complicated“by such and such 
a condition? The reason probably is that we still 
keep thinking of retroversion as a pathological 
condition, as an abnormal position of the organ. 
And the textbooks without exception encourage 
us to take this stand. 

In Halifax we are coming more and more to 
the belief that retroversion, when it occurs in any 
voman is a normal position of the uterus for that 
woman. What has greatly bolstered us in that 
view is a recent survey we made on 2,157 
women, (with a 1950 follow up of 1,118 of these 
women ), delivered in our service in the last 26 
yvears—a survey carried out under a Federal 
Health grant. We undertook this study in the 
first place, in order to determine if the various 
criticisms raised against early ambulation follow- 
ing delivery had any validity. In addition to dis- 
covering that, in so far as our figures went, there 
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efficiency of drainage from the retroverted 
uterus, then our figures cannot support the tra- 
ditional contention (see Table V). Of the 1,531 
cases examined on the 8th or 10th day post- 
partum, 57 were retroverted. The percentage of 
those with profuse lochia was found to be actu- 
ally smaller than those with a scant lochia: in 
actual numbers of cases 35 patients with a retro- 
verted uterus had a scant flow, whereas only 5 
had a profuse flow. Two patients had a profuse 
lochia that was also rubra in colour, as against 
21 patients that had a scant lochia that was alba 
in colour. So there is no evidence in our figures 
that the uterus found retroverted at the 8th or 
10th day of the puerperium drains less efficiently 
than the anteverted uterus. 

Let us turn now to the time at which colour 
leaves the lochia. In a 6th week post-partum 
investigation of 300 women recently undertaken 
to determine this point, the results are shown 
in Table VI. Here again it will be seen that there 












































TABLE V. 
CHARACTER OF LOCHIA AND RETROVERSION AT 10TH Day 
Rubra Serosa Alba Absent Total 
No. | No. Per No. No. Per No. No. | Per No. No. Per No. No. Per 
{mount of lochia exam. | retr. cent exam. | retr. cent exam. | retr. cent exam. | retr. cent exam. }; retr. cent 
POG Oe ovina scan een ee 2 3.8 175 BU 32 1 3.1 = 259 5 1.9 
NUEOE Brice bed pee Ne ceca eres 58 2° 5.4 276 7 2.5 91 5 5.5 — 425 14 
23 2 8.3 : 1 4.6 _— ( 
ag 7.3 








was no validity in such arguments, we discovered 
some very unexpected things about the puer- 
perally retroverted uterus. We have a suspicion 
that these things are equally true of the retro- 
verted uterus in the nulliparz, since the inci- 
dence of retroversion seems to be the same in 
nulliparze as in parous women. 

We would like to present this evidence now as 
partial proof of our contention that the retro- 
verted uterus is a normal position of the uterus 
in those women in whom it occurs, be they 
oarous or nonparous women. In order to clarify 
the argument, we will deal with the retroverted 
iterus under the heading of those criticisms cur- 
‘ently and commonly raised against it in the 
‘extbooks. 

Interference with lochial flow.—It is claimed 
hat the retroverted uterus (1) drains less effi- 
siently, and (2) tends to prolong the coloured 
‘ochia. If character and amount of the lochia at 
the 10th day, and the actual time at which all 
colour leaves the lochia, are any indication of the 


is little difference between the complete cessa- 
tion of coloured lochia in the retroverted and in 
the anteverted uterus. But if one looks closely 
at this table it will be seen that of the 16 patients 
found retroverted at the 7th day, 8 or 50% had 
become anteverted by the 6th week. This inter- 
changeability of the uterine position is not 
generally recognized, and it seems generally ac- 
cepted that once a uterus becomes retroverted 
it stays that way. We believe that in a consider- 
able number of women this change in position 
from ante- to retroversion and vice versa keeps 
occurring. This also is the opinion of Lynch,? 
and others who found that puerperal retroversion 
kept occurring in previously anteverted uteri up 
to a year, which was as long as they were in- 
vestigated. 

Does size of the uterus play any part in pro- 
ducing retroversion, or does retroversion cause 
enlargement of the uterusP—Table VII shows the 
size of the uterus at the 10th day and the 6th 
week in retroverted uteri in our series. While 
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there appears to be a very slightly greater tend- 
ency for the large uterus to become retroverted 
than either the small or the medium in terms of 
percentages at the 10th day, in actual numbers 
of cases more medium and small uteri are retro- 
verted than large; but at the 6th week both in 
percentage and in actual cases more medium and 
small uteri are retroverted. This is significant in 
that there are proportionately more uteri retro- 


TABLE VI. 
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with that. (2) Overdistension of the bladder push- 
ing the uterus over on its back. After the first 24 
hours none of our patients had difficulty of urina- 
tion, early ambulation quickly restoring urinary 
function. And women were urinating freely and 
easily by the time the uterus was involuted 
enough to fall back past the promontory of the 
sacrum. (3) Laxity of the pelvic ligaments allow- 
ing the uterus to fall backward. 








Position or Uterus 7TH Day AND 6TH WEEK AND TERMINATION OF LOCHIA 



































Week lochia stopped % distrib. of weeks 
Position of uterus at —),—— - — —— — — 
7th day and 6th week Total cases 1 2 3 4 5 6 6 Total 125 4.5.6 6 
Pe ic ckcshetbenkel. 16 8 4; 5] 2] 2 1 1 1 100.0 68.8 25.0 6.2 
SN cc lactce weenie 8 1 | 1}j—|— 1 1 75.0 
DS ia creme ee Teles 8 3 1 1 2 l1j—|— 62.5 
Rs 640545 skep erases as 284 19 | 52 | 59 | 58 | 49 | 16 | 31 100.0 45.8 43.3 10.9 
NS Ssh ee aman 72 2/13; 19]; 13] 10] 3] 12 47.2 
Dnt Caced nee news 212 17 | 39 | 40 | 45 | 39 | 13 | 19 45.3 
Be isisie uc wxoumea white 300 23 | 57 | 61 | 60 | 50 | 17 | 32 100.0 47.0 42.3 10.7 
TN rh sane ela 80 3 | 17 | 20/13| 10] 4 | 18 100.0 50.0 33.8 16.2 
Pence arrairs Gale 220 20 | 40 | 41 | 47 | 40 | 13 | 19 100.0 45.9 45.4 8.6 
iene iia a i cc a cc 


TABLE VII. 





S1zE oF UTERUS AND RETROVERSION AT 10TH Day AND AT 
6TH WEEK 











Size at 10th day Size at 6th week 























This table (VIII) shows the incidence of retro- 
version in those cases that showed evidence of 
pelvic floor damage, either at the 10th day or the 
6th week. At both examinations we found pelvic 


























Tana cae Fe fae a floor o_o more ge associated with an 
Number exam. . .| 286 481 764 1531 45 | 211 | 441 | 697 ante- oe ” ee oe i 
N sr retrov...| 15! 2: 19 | 5 5 5 
Percent. retrov...| 5.2 | 4-8] 2.5 3.7 | 8-9 23.7 |12.7 [15.8 We nd ourseives therefore as a result Of Our 
investigation not being able to support with our 
TABLE VIII. 
RETROVERSION AND PELVic FLooR DAMAGE 
At 10th day At 6th week 
Pelvic No pelvic % pelvic Pelvic No pelvic % pelvic 
floor floor floor floor floor floor 
damage damage Total damage damage damage Total damage 
is cael ce eee 7 50 57 12.3 14 96 110 12.7 
I nici aise an hiiniels agian cine 125 1349 1474 8.5 52 535 587 8.8 
MS cit Oi sg sl wk kn oka Ree 132 1399 1531 8.6 66 631 697 9.5 
Percentage retrov.............. 5.3 3.6 3.7 21.2 15.2 15.8 





verted by 6 weeks than at the 10th day. It would 
seem then that neither is retroversion caused by 
a large uterus nor does retroversion itself cause 
the uterus to be large. 

Causation of retroversion.—_In fact we have 
been unable to support with our findings any of 
the standard teaching on the causation of retro- 
versions. The three causes usually given in the 
textbooks are (1) the large uterus falling over 
backward due to its weight—we have just dealt 





figures any of the textbook given causes of retro- 
version. We confess that we do not know what 
causes retroversion: we doubt if anyone does. 

Table X is the recent 300 cases mentioned 
previously. 

Does retroversion cause any of the complaints 
referred back to a deliveryP—Tables IX and X 
show the complaints attributed by the patient at 
the 6th week to the delivery. Six of our com- 
plainers in one group, or 20%, and 8 out of 12, 
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or 25%, in another group had a retroverted 
uterus. This figure of 20 to 25% of retroversion 
is within the limits of retroversion usually found 
in all puerperal cases at the 6th week. In other 
words, we have no evidence that the woman 
with retroversion is more likely to have com- 
plaints at the 6th week than the woman with 
an anteverted uterus. 

In a recent questionnaire answered by 1,118 
women delivered between 1928 and 1949, 24 re- 
ferred back to their delivery certain complaints 
such as backache, low abdominal pain, etc. Of 


TABLE IX. 





S1zE AND PosITION oF UTERUS AT 6TH WEEK ACCORDING 
To ComMPLAINTS AT THAT TIME. 
(COMPLAINTS VOLUNTEERED). 











| Anteverted Retroverted 


| 
Lge. Med. Sm. Lae. Med. Sm. Tot. 
Backache..... — — € — 1 
Weakness, 
red... .. — —_ 
Backache, 
abd. pain..} — — 
Pain in abd....| — — 
Nervousness...| — _ 
Headaches....| — — 
Menorrhagia...| — — 
Discharge..... — — 
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Hemorrhoids..}| — 1 
Breast abscess. — — 
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TABLE X. 





Position Uterus 6TH WEEK AND COMPLAINTS 





No. with 
compl. 
attrib. 


% with 
compl. 
attrib. 


Position of uterus No. 
at 6th week exam. 


Retrovert............. 80 . 3 3.8 
BRteVOFrt.<...6 6 ees sccs 220 9 4.1 


MM sce eaes 300 12 4.0 





that 24 women, we examined 13 at the 10th day 
and found the uterus retroverted then in only 
one: we examined 7 of them at the 6th week 
and found the uterus retroverted in 3. We feel 
therefore that there is little clearcut evidence 
that retroversion causes any of the complaints 
due to delivery. 

Does retroversion predispose to or accompany 
prolapseP?—In our series who answered the final 
questionnaire, we found 30 cases of prolapse out 
of the 1,118 women. On following these cases 
back to the 6th week and 10th day examinations, 
we found that only one of the 21 of these cases 
examined at the 10th day had a retroversion at 
that time, and none of the 13 examined at the 
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6th week. We have therefore no clearcut evi- 
dence that retroversion at the 10th day or 6th 
week predisposes to prolapse. 

In order to check this finding we recently 
went back over 200 consecutive cases of pro- 
lapse that had been operated on in our service 
(see Table XIII). We divided the cases into first, 
second and third degree. Since in 3rd degree 
prolapse the uterus is so low down that it is 
neither retroverted nor anteverted, let us dis- 
regard the low figure given in our table for 
retroversion. But if those with first and second 
degree prolapse be combined, the figure for 
retroversion is 27%, which is approximately the 
figure for retroversion among parous women 
generally. 


TABLE XI. 





RECENT CoMPLAINTS AND 10TH Day AND 6TH WEEK Exam. 





Size and position of uterus and 


character of lochia 10thday 6th week 
i556 5:A0 Soon Cane as + 2 
Size —Medium.................. 2 - 
PIANO cc 3 cn a oe leha ee ehin 4 6&6 7 
Li ee ee ee = 
IMI fo 5. visa hata le ecard eta 6 
PANY 22 er a 6 
Lochia—Absent..........- res yey 1 13 
ROMER S28 hbo ao SR Gla 2 
Moderate... ........2..05. 2 
SANE 6 a claruraci arenas 8 
AUR sues cit ares 1 13 
ERRNO URNS 2 3a orn) aciaaik Yaron 1 3 
PEIRCE oe aia, erin a eee eT eH 12 1s 4 








No. of patients answering questions...24 13 





We must conclude therefore that our findings 
present no clearcut evidence that retroversion 
predisposes to or is unusually associated with 
uterine prolapse. 

What happens to a retroverted uterus if it is 
left untreatedP—It has been our policy never to 
treat a retroversion at the 10th day or 6th week 
by pessary replacement or knee chest position. 
We agree with Moses* that the knee chest posi- 
tion is valueless. But what about replacement- 
pessary treatment, especially when symptoms 
are present? Our reply to that has just been given 
in our figures. We have no evidence that symp- 
toms such as backache, iliac pain, dysmenorrhea, 
menorrhagia, etc., are any commoner in the 
retroverted than the anteverted uterus. Of the 
1,118 women answering our recent questionnaire, 
3 have had suspensions done. One, a case where 
the uterus was not retroverted, had the suspen- 


~ 
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sion, or fixation, done for prolapse. Two were 
suspended for sterility and neither got pregnant. 
So here are a thousand puerperal women, whose 
uteri were never replaced or pessaried when 
found retroverted, of whom two had suspensions 
—and in neither of whom it need have been done. 

To sum up this review of our recent study, 
we feel that we cannot in justice to our own 


TABLE XII. 


LATE PROLAPSE ACCORDING TO POSITION OF UTERUS AT 
10TH Day AND 6TH WEEK 








Al 6th week 











At 10th day Retrov. Antev. Not.exam. Total 
BRGEPOV, «5.6 oc css 1 — — 1 1 
INOW 5. sks em 20 — 10 11 21 
No. exam........ 9 — 3 5 8 
Sotel.. 30. — 13 17 30 





experience hold any other view than that retro- 
version is a normal position for the women in 
whom it occurs, and that unless complicated by 
such conditions as endometriosis or tender pro- 
lapsed ovaries, causing dyspareunia, it is no more 
likely to produce symptoms than the anteverted 
organ; and that operating on it when it is un- 
complicated by such conditions is unlikely to 
relieve the symptoms blamed on it. Vogt et al.‘ 
have practically reached the same conclusion in 
their statement that “operation failed to relieve 
symptoms in three-quarters of the patients”. 


2-STEP EXERCISE TEST 
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Perhaps the results of this study of 1,118 
parous women do not entirely justify us in stat- 
ing that the retroverted uterus is a normal posi- 
tion of that organ in those women in whom it 
occurs. Perhaps our experience has been excep- 
tional. But if there is any truth at all in our find- 
ings, it does justify us in affirming that the whole 
case of the retroverted uterus should be re- 


TABLE XIII. 





RETROVERSION IN PROLAPSE CASES REQUIRING OPERATION 











Degree No. of cases Retrov. % retr. 
DO chs oc om: alae 73 24 32.8 
I ie Spach ot oct aa 83 19 22.8 
BRN eo ie en eri och. Aen ter 44 2 4.5 
PRG cave. aasnait 200 45 22.5 





studied by others and that in the meantime most 
of what is said about it in the textbooks should 
be taken with a large grain of salt. 


I am greatly indebted to Dr. H. B. Atlee, Chief of 
the Department of Obstetrics and Gynecology, Dalhousie 
University, for his suggestions and advice in the prepara- 
tion of this paper, also to Miss Jean Peabody, Uni- 
versity Statistician, for her excellent arrangement of the 
statistical material. 
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WHEN THE EQUILIBRIUM of the coronary circu- 
lation is disturbed so that the blood supply to 
the heart muscle is inadequate for the needs 
of the moment, electrocardiographic changes, 
with or without cardiac pain, may result. In 
most instances, the diagnosis of coronary artery 
disease rests essentially on an adequate history 
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of the patient’s symptoms. It is frequently difh- 
cult, however, to establish this diagnosis, be- 
cause of an atypical history and a normal resting 
electrocardiogram. 


In order to secure objective evidence for the 
diagnosis of angina pectoris,’ *° * in patients sus- 
pected of having coronary artery disease, various 
methods have been devised to induce coronary 
insufficiency. The 2-step exercise test was first 
used as a means of estimating cardiovascular 
function by determining the response of the 
blood pressure and pulse rate to a standardized 
form of exertion.1 Subsequently, it was modified, 
and the electrocardiogram was used to obtain 
objective evidence of the presence of coronary 
insufficiency.” 

In the single 2-step exercise test the work of 
the heart is increased by the performance of a 
standard amount of work in 114 minutes. In 
some individuals suspected of having coronary 
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artery disease, the work thus imposed upon the 
heart was found to be insufficient to produce the 
electrocardiographic changes characteristic of 
coronary insufficiency. The double 2-step test 
was, therefore, introduced for use among those 
patients believed to have coronary artery disease, 
whose single 2-step test was normal. In the 
double 2-step test the patient performs twice the 
amount of work as in the single test and in twice 
the time—3 minutes.® 

Although the effects of various degrees of 
exercise upon the electrocardiogram in normal 
persons have been determined by several in- 
vestigators,” * 1° 16 the amount of exercise em- 
ployed has varied widely, as have the methods 
of recording. It has been shown that electro- 
cardiographic changes can be obtained in normal 
persons" '° 21 following excessive exertion. 


MATERIAL 


This report is based on a study of 311 normal 
subjects who performed the single and double 
2-step exercise tests. Most of the subjects were 
employees of the Mount Sinai Hospital; others 
were attending physicians. Of the 311, 151 were 
males and 160 were females. Their ages ranged 
from 17 to 57 years. None of the subjects gave a 
history of past or present. cardiac complaints. 
They all appeared to be healthy, and were 
essentially normal on physical examination. 
Their blood pressures were not higher than 
140/90 mm. Hg. Fluoroscopy revealed no evi- 
dence of any cardiac abnormality. Control 
electrocardiograms, including standard, unipolar 
extremity and six unipolar precordial leads, were 
within normal limits. 

Persons with chest complaints, however vague, 
or with a history even remotely suggestive of 
rheumatic fever or any other cardiovascular dis- 
order, were excluded from this study. The sex 
and age distribution of the 311 persons is re- 
corded in Fig. 1. 


METHOD 


Each person was seen on two occasions, with an inter- 
val of at least 24 hours between the two. On the initial 
visit a history was obtained, a physical examination and 
fluoroscopy were done, and a control electrocardiogram, 
consisting of the standard, unipolar extremity and 
multiple precordial leads, was recorded. The subject then 
performed the single 2-step exercise test, making the 
required number of trips up and down the steps in 1% 
minutes. The number of trips is determined from 
previously prepared tables and is dependent on the 
weight, age and sex of the individual.?: 9 Immediately 
upon the completion of the exercise, the electrodes not 
having been removed, standard leads I, II, and III, and 
unipolar lead V, or Vs were taken, and were repeated 
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after 1, 2, and 5 minutes. On the second visit a control 
electrocardiogram, consisting of standard leads I, II, and 
III and unipolar lead V; or Vs, was again recorded. The 
ubject then performed the double 2-step test. Im- 
mediately thereafter, the electrocardiograms were re- 
corded as after the performance of the single test. In 
no instance did pain occur, nor did the test have to be 
discontinued because of dyspnoea or inability to com- 
plete it. The electrocardiograms were taken on the direct 
writing Sanborn Visocardiette. Each record was analyzed 
for RS-T segment deviations, P and T wave changes, 
QRS complexes, arrhythmias and rate. 


lll 
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MFM F M F M FM F 


AGE GROUPS 


Fig. 1.—Age and sex distribution of the 311 persons 
studied. Shaded area indicates the number of persons 
in each group, who either had a positive single or double 
2-step test, or both. 
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RESULTS 
1. RS-T SEGMENT CHANGES 


Of the 311 normal subjects tested, 10 (3.2% ) 
showed RS-T segment depressions of more than 
0.5 mm. after completion of the single 2-step 
test. In 4 of these the RS-T segment was de- 
pressed 1.0 mm. or more. After the performance 
of the double 2-step test, 22 (7.1%) had RS-T 
segment depressions of more than 0.5 mm.; in 
3 of these the depression was greater than 1.0 
mm. In no instance was the RS-T segment devi- 
ation greater than 1.5 mm., using the P-R interval 
as the base line (Fig. 2). The RS-T segment 
depressions were usually more pronounced in 
leads V,, V,; or II than in leads I or III. 

Seven of the 10 persons with RS-T segment 
depressions of more than 0.5 mm., after the 
single 2-step test, showed similar changes after 
the double 2-step test (Fig. 3). In the 4 per- 
sons in whom the RS-T segment depressions had 
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been more than 1.0 mm., after the single 2-step 
test, the RS-T segment depression was less than 
1.0 mm. after the double 2-step test. Three per- 
sons showed no significant RS-T depression after 
the double 2-step exercise test, but did have a 
depression of 0.5 to 1.0 mm. after the single 
2-step test. 

Of the 22 persons who showed RS-T segment 
depression of more than 0.5 mm. following the 
double 2-step test, 15 had no significant RS-T 
segment depression after the single 2-step test 





Fig. 2—H.F., a 25 year old male. Lead II, single 
2-step test. Note P wave beginning on downstroke of 
T wave in the immediate record. This illustrates the 
necessity for employing the PR intervals as the base line. 
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Fig. 3.—R.M., 

depressed in I, II, and V-4 immediately after the single 
and double 2-step tests. 
(Fig. 4). In the remaining 7 persons, both the 
single and the double 2-step tests revealed an 
RS-T segment depression of more than 0.5 mm. 
Thus, the RS-T segment was depressed more 
than 0.5 mm. in 25 of the 311 subjects tested, 
(8.0%) either after the single or double 2-step 
test or both. 

In only five instances, two after the single 
2-step test and three after the double test, did 
the RS-T segment deviations persist for more 
than 2 minutes. In every instance the 5 minute 
record was normal. 

In no instance did the RS-T segment become 
elevated after exercise in the leads recorded. In 
12 persons the RS-T segment, which was ele- 
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vated 0.5 mm. or more prior to the exercise test, 
returned to the base line immediately after com- 
pletion of the test; after 5 minutes it resumed 
its original position. 


2. T Wave CHANGES 


The T wave changes following the single or 
double 2-step exercise test were minimal. In no 
instance did an upright T wave in the control 
leads I, II, V, or V, become inverted following 
the exercise. In many records slight alterations in 


. the height of the T wave were encountered. 


These changes were as frequent among the sub- 
jects who showed RS-T segment depressions as 
among those who did not, and were usually seen 
in the precordial leads. In 7 instances, in which 
there were no RS-T segment deviations follow- 
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Fig. 4.—J.S., 40 year old normal female. Single 2-step 


test negative. RS-T segment depressed in II and V-4 
immediately after the double 2-step test. 


ing the single or double 2-step tests, upright T 
waves in leads II, V,, or V; became isoelectric 
immediately after the exercise. In 2 instances the 
T waves became diphasic in lead V,, immedi- 
ately after the double 2-step test. Similar changes 
occurred as frequently in the subjects with RS-T 
segment deviations. Because of normally wide 
ranges of direction and the amplitude of the T 
wave in lead III, the changes in this lead were 
not regarded as significant. The T waves in 
several instances were of increased amplitude 
following exercise. These changes were usually 
seen in leads V, or V, in the electrocardiogram 
recorded immediately after the exercise. 


3. P Wave. P-R INTERVAL AND 
QRS Comp.ex CHANGES 
In a few instances the P waves showed a slight 
increase in amplitude in leads I and II, but 
generally they were not significantly altered 
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after exercise. There was no significant change 
in the P-R interval. The QRS complexes also 
were not significantly prolonged or shortened. 
Minor variations in amplitude of the QRS com- 
plexes were occasionally seen. Q waves were not 
observed after exercise if they were absent prior 
to it. 


4, ARRHYTHMIAS 


Immediately following the exercise a few 
instances of cardiac arrhythmias were en- 
countered. These consisted of occasional auricu- 
lar premature beats, rare ventricular premature 
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2-step test the heart rate was between 110 and 
130 in about 30% of the cases and between 131 
and 167 in approximately 10%. 


Immediately after the single 2-step test 25% 
of the subjects showed an increase of 30 to 40 
beats per minute over the control heart rate; 
11% had an increase of 41 to 50 beats; and ap- 
proximately 4% had an increase of 51 to 65 
beats. In only 3 persons did the increase exceed 
60 beats per minute. Immediately after the com- 
pletion of the double 2-step test approximately 
25% had an increase in heart rate of 30 to 40 
beats per minute; 20% had an increase of 41 to 
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Fig. 6 


Fig. 5.—Absolute cardiac rates (positive 2-step tests): Each point represents one person, 
and compares the rate immediately after the single 2-step test to the rate immediately after 
the double test. The sign above each point indicates whether there was an RS-T segment 
depression after the single 2-step test (+ indicates positive test); the sign below similarly 


shows the result of the double 2-step test. 


Fig, 6.—Change in rate (positive 2-step tests): 


Each point represents one person, and compares the increment in rate immediately after 
the single test to the increment ‘in rate immediately after the double 2-step test. Symbols 


are similar to those employed in Fig. 5 


beats, sinus arrhythmia, one case of an ectopic 
auricular rhythm and one case of transient right 


bundle branch block. 


5. Heart RATE 


A. Persons without RS-T segment depressions 
after exercise.—Among the 286 persons (572 
tests) who had no significant electrocardio- 
graphic changes after the exercise tests, there 
was a tendency for the double 2-step test to pro- 
duce a more rapid cardiac rate than the single 
2-step test. Immediately after the completion of 
the single test the heart rate was between 131 
and 162 in 5% of the cases and between 110 and 
130 in about 25%. In no instance did the rate 
exceed 162 beats per minute. After the double 





50 beats; and 8% had an increase of more than 
50 beats per minute. In approximately 3% of this 
group the increase in the heart rate exceeded 65 
beats per minute. 


Within 5 minutes after the single 2-step exer- 
cise test approximately 14% of the 286 persons 
still had an increase in the heart rate of 10 or 
more beats per minute, as compared to the con- 
trol rate. In approximately 7% the rate at 5 
minutes was increased more than 15 beats per 
minute. Five minutes after the double 2-step 
test, 24% showed an increase in heart rate of 
10 beats or more, and 11% showed an increase 
of 15 beats or more. 


B. Persons with RS-T segment depression 
after exercise.—The absolute cardiac rates of the 
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25 persons with RS-T segment depressions of 
more than 0.5 mm. found immediately after the 
single and doube 2-step are plotted in Fig. 5. 
The double 2-step test tended to produce a 
greater increase in heart rate than the single 
test. Three of the 10 persons, who had an RS-T 
segment depression of more than 0.5 after the 
single 2-step test, had a heart rate of 110 to 180; 
3 others had a rate of more than 1380. Eight of 
the 25 persons with RS-T segment depressions 
following the double 2-step test had a heart rate 
of 110 to 130, and 7 had a rate of 131 to 166. 

In Fig. 6 are plotted the increase in rate found 
immediately after exercise, and the control rates. 
Of the 10 cases who had RS-T segment depres- 
sions after the single 2-step test, 3 had an in- 
crease in rate of 31 to 40 beats, 3 of 41 to 50 
beats, and 3 others of 51 to 80 beats per minute. 
Of the 22 cases with RS-T segment depression 
after the double 2-step test, 2 had an increase 
in rate of 31 to 40 beats, 7 an increase of 41 
to 50 beats, and 5 an increase of 51 to 70 beats 
per minute. In two subjects, who had RS-T 
segment depressions after the single 2-step test 
only, there was an increase of more than 50 beats 
after the negative double test. 


DIscussIOoN 

According to the criteria previously estab- 
lished, using the P-R interval of the electro- 
cardiogram as the base line, a depression of the 
RS-T segment of more than 0.5 mm. in any lead 
with or without flattening or inversion of a pre- 
viously upright T wave, constitutes a positive 
2-step test. ® On this basis, 10 subjects ( approxi- 
mately 3.2% of the 311 examined) had a positive 
single 2-step test, and 22 (7.1%) had a positive 
double 2-step test. In 25 persons (8.0%) either 
the single test, the double test, or both 
were positive. Some authors believe that the 
criteria employed for the 2-step test should be 
altered,1!, 12, 14, 16, 19, 22,23 and that a depression 
of the RS-T segment of less than 0.75 mm. should 
not be considered significant. However, if the 
criteria were changed, so that a depression of 
0.5 mm. to 0.75 mm. were considered “normal”, 
many patients with clinically diagnosed coronary 
disease would be included in the “normal” group. 
It is impossible, on the basis of the present study, 
to attempt to define new criteria of “normal or 
abnormal” responses to exercise. 

Alterations in the T waves of normal persons 
similar to those observed in this study, and in- 
creased amplitude of the P waves have also been 
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noted by others after the 2-step test.1!1* 24 In 
no instance did an upright T wave become in- 
verted following exercise. 


In comparing the pulse rate after the single 
and double 2-step exercise tests, it is evident that 
the double 2-step test produces a tachycardia 
more often than does the single test. Five min- 
utes after the completion of the exercise tests a 
greater percentage of cases still showed a tachy- 
cardia after the double than after the single 
2-step tests. It is interesting to note that only 


‘ 15% of the subjects without RS-T segment de- 


pression had a cardiac rate of 180 or more im- 
mediately after exercise. Yet 10 of the 32 tests, 
in which RS-T segment depressions appeared, 
were associated with cardiac rates of 130 or 
more. 

Results at variance with those herein reported 
have been found in studies which employed 
various methods of non-standardized exercise 
tests, and in which a precordial lead was not 
utilized. For example, numerous investigators 
have pointed out that excessive exertion causes 
electrocardiographic changes in a large percent- 
age of normal persons.’ t° 2° 25 Some have in- 
sisted upon exercise up to the point of cardiac 
pain, shortness of breath, or fatigue.* 1% 1° 
Others have shown that a decrease in the CO, 
combining power of the blood and an alkalosis 
develop in the presence of shortness of breath or 
hyperventilation, and that the RS-T segment 
depression and T wave inversion may result 
therefrom.?® 27 It is unwise, therefore, to exercise 
the patients to the point of exhaustion. Such 
strenuous exercise may be dangerous to patients 
with coronary artery disease. It is, perhaps, also 
unwise to induce attacks of chest pain for diag- 
nostic purposes, since the electrocardiographic 
changes are the same in the presence of coro- 
nary artery disease, whether or not chest pain 
develops during exercise. The 2-step tests em- 
ployed in the present study are standardized 
according to the age, the weight and the sex of 
the patient. The amount of work done is simply 
and accurately determined and can be readily 
repeated when necessary. Neither the single nor 
the double test produces an undue strain upon 
the patient who undergoes it. None of the tests 
herein reported had to be discontinued because 
of shortness of breath or inability to complete 
them. The degree of exertion required by the 
tests is probably no greater than that required 
by daily, routine activities. 
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The use of a precordial electrode is of extreme 
importance for the study of RS-T segment 
changes, since this electrode, in the V, or V; 
position, most often records such changes after 
exercise.®: 12, 16, 19, 21, 25, 28,29 The Wilson uni- 
polar precordial lead is preferred, since it best 
records the potenials as found immediately under 
the electrode. When a CF lead is employed, it 
will probably show a smaller degree of RS-T 
segment deviation, because any negativity re- 
corded in the precordial lead may be offset by 
negativity recorded in the leg. The precordial 
lead V, should be used more often, since the 
frequent presence of a prominent S wave in lead 
V, may make the degree of RS-T segment de- 
pression extremely difficult to determine accur- 
ately. 

The reports of conflicting results of 2-step ex- 
ercise tests may be due to the difference in the 
time elapsed between the completion of the ex- 
ercise and the recording of the electrocardio- 
gram. In the present study, the RS-T segment 
changes were most frequently seen in the record 
taken immediately after exercise, and usually dis- 
appeared within 1 to 2 minutes afterwards. It is 
for this reason that all the electrodes should be 
maintained in position while the exercise is being 
done. An electrocardiograph of the amplifier 
type, preferably a direct writing instrument with 
instomatic control, should be employed. This 
permits the recording of leads I, II, III, and V, 
or V, within 20 to 35 seconds after the comple- 
tion of the exercise. When longer periods of time 
elapse after the exercise, fewer instances of RS-T 
segment changes will be found. 

The nature of the RS-T segment depressions 
after exercise in normal persons has been the 
subject of much controversy. In the presence of 
coronary artery disease the RS-T segment and 
T wave changes in induced coronary insuffici- 
ency have been attributed to predominant in- 
volvement of the subendocardial aspect of the 
heart.*° 

According to Ashman and Byer,°* *? utilizing 
the concept of ventricular gradient as put forth 
by Wilson, Macleod, Barker and Johnston,** 
some of the RS-T segment and T wave devia- 
tions after exercise are attributed to repolariza- 
tion or regression deviations, causing a decrease 
in the manifest magnitude of the gradient. Nor- 
mally in the human heart the presence of a 
ventricular gradient, which accounts for the 
upright T wave, is probably due to earlier re- 
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polarization of the subepicardial layers of the 
heart. According to these authors** *? the tachy- 
cardia following exercise is responsible for re- 
ducing or abolishing the human ventricular 
gradient, so that the time difference of depolari- 
zation and repolarization of the endocardial and 
subepicardial aspect of the heart are almost 
equalized. 

This explanation may account for some of the 
RS-T segment deviations in the tests which 
were associated with a marked tachycardia; but 
many persons who had a marked increase in the 
heart rate after the exercise did not show any 
RS-T segment or T wave changes. Moreover, in 
2 persons who had a positive single 2-step test 
with a heart rate of less than 100, the double 
2-step test was negative, though the heart rate 
was higher. It is thus evident that factors other 
than rate alone probably are effecitve. 

Abundant clinical evidence in cases of coron- 
ary artery disease has demonstrated a definite 
relationship between central and reflex nerve 
stimuli and cardiac pain, indicating that the 
nerve supply to the coronary arteries plays a 
significant réle. Persons with neurocirculatory 
asthenia and with emotional disorders may com- 
plain of symptoms suggestive of coronary dis- 
ease and may have abnormal electrocardiograms. 
Following exercise in these young individuals it 
is possible that transient metabolic changes oc- 
cur, which are predominant in the subendo- 
cardial aspect of the heart and produce RS-T 
segment depression and T wave changes. 

When the history and routine physical exam- 
ination give evidence of coronary artery disease 
and the resting electrocardiogram is abnormal, 
no additional tests are necessary. In fact, in the 
presence of an abnormal resting electrocardio- 
gram, the exercise test should usually not be per- 
formed. However, although it is usually possible 
to make the diagnosis of coronary artery disease 
on the basis of a history and routine physical’ 
examination, a large number of patients, esti- 
mated at 25 to 60%, give an atypical history and 
have a normal resting electrocardiogram.?» * to 5° 
In these cases objective functional tests may aid 
in establishing the diagnosis. The main purpose 
of the 2-step exercise test is to reveal objective 
evidence of coronary insufficiency in patients 
who are suspected of having coronary artery 
disease; but who have normal resting electro- 
cardiograms. Since patients with neurocircula- 


tory asthenia, and others with various emotional 
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disorders, may at times simulate the syndrome 
of angina pectoris, there is a distinct need for 
such objective diagnostic procedures.*? 


In a patient suspected of coronary artery dis- 
ease the single 2-step exercise test should be 
performed first. Only if this test is negative 
should the double 2-step test be tried. It should 
be remembered that, with the double 2-step test, 
a higher percentage of positive tests may occur 
in persons without any history or evidence of 
coronary artery disease. The clinical applica- 


bility of the results of the present study lies in — 


the prognostic significance of a normal electro- 
cardiographic response to the 2-step tests. A 
follow-up study** of patients with negative single 
and double 2-step tests indicates that they are 
of favourable prognostic significance, as far as 
coronary artery disease is concerned. 


The 2-step exercise tests should be regarded as 
an aid in the diagnosis of coronary artery dis- 
ease, but should be interpreted only in the light 
of the patient’s history and other physical find- 
ings. It is a functional test, which objectively 
records the patient’s electrocardiographic re- 
sponse to exercise. There are many factors— 
functional, reflex, and organic—which may be 
responsible for a positive test. 


SUMMARY 


Since the purpose of the single and double 
2-step tests is to reveal objective evidence of 
coronary insufficiency in patients with normal 
resting electrocardiograms who are suspected of 
having coronary artery disease, these exercise 
tests were performed on 311 normal individuals. 
The single 2-step test should be performed first; 
the double 2-step test is done only if the single 
test is negative. 


After the single 2-step test, the RS-T segment 
was depressed more than 0.5 mm. in 3.2% of the 
cases; after the double 2-step test, it was de- 
pressed in 7.1%. The single or double 2-step 
tests, or both, were positive in 8.0% of the 311 
subjects. 


The RS-T segment depressions were most fre- 
quently recorded in the V, or V, electrode posi- 
tion. The electrocardiographic changes were 
most frequently seen immediately after the test 
exercise, and usually disappeared within 1 to 2 
minutes. In no instance did a T wave, which was 
upright before the exercise, become: inverted 
following it. 


2-STEP EXERCISE TEST 
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The absolute cardiac rates, as well as the 
increments in the rates, are reported. 


The advantages of using a standardized exer- 
cise test are indicated. A direct writing electro- 
cardiographic instrument is preferred; particu- 
larly one which permits instantaneous lead 
recording. 


The results obtained with the 2-step exercise 
tests should be interpreted only in the light of 
the patient’s history and the other physical find- 
ings. 


We wish to express our appreciation to Mrs. Steven 
Ogden, Miss Edith G. Stern, Miss Janice Newman, Miss 
Ann Coleman, and Miss Nancy Miller for technical 
assistance. 
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CASE REPORTS 


A TOPICAL FACTOR IN 
RECURRENT HERPES SIMPLEX* 


C. J. MALLOY, B.A., M.D., C.M., 
F.R.C.P.[C.],t Montreal 


AMONG THE MINOR MYSTERIES of medicine the 
vagaries of herpes simplex infection in man and 
animals occupies a prominent place. Its infec- 
tiousness was first demonstrated by Vidal in 
1873.' This did not become widely known until 
1920 when Griiter? succeeded in transferring the 
infection to rabbits’ cornezee from human blister 
fluid and re-transferring the infection to man. 
Although since these early experiments much 
research has been done, spontaneous infections 
in man appear and re-appear as mysteriously as 
ever. The common facial or labial form is usually 
considered a relatively trivial affliction. However, 
in the recurrent form, as in the case to be de- 
scribed, it is an exasperatingly baffling condi- 
tion. At times herpes simplex may become a gen- 
eralized and occasionally fatal infection.* * 

The majority of persons become infected with 
the virus before adult life is reached.*: ° Primary 
infections often assume the guise of acute 
aphthous stomatitis,” or occur as a complication 
of infectious eczema (Kaposis  varicelliform 
eruption ).* 

To explain re-infections, which appear to occur 
without re-inoculation, it has been postulated 
that the virus remains latent in epithelial cells 
in and near the site of the original infection, 
usually the skin surrounding the mouth and the 
buccal mucous membrane.*: *° There are a num- 
ber of pathological and experimental observa- 
tions to suggest that the herpes virus may invade 
by way of the nerves and reside within the 
central nervous system of man.’ '! Goodpas- 
ture’? and Richter’ have suggested that the 
Sasserian ganglion is a nidus within which the 
1erpes virus lies dormant. From here it moves 
sentrifugally from time to time to produce active 
1erpetic lesions. 

Recurrences have been ascribed to gastric 
rritability,'' exposure to actinic light,‘ general 
nesthesia,'® psychogenic causes,’* and eleva- 
ions of body temperature, either caused by in- 
ectious processes or artificially induced.'* ** 


From the Faculty of Medicine, McGill University, and 
he Department of Medicine, Royal Victoria Hospitai, 
Tontreal. i 

Lecturer in Medicine, McGill University, Assistant Phy- 
ician, Royal Victoria Hospital, Montreal. 
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Herpes virus has been isolated from herpetic 
vesicles,’ from cerebrospinal fluid,?° from 
saliva,” and from the blood of a patient with 
herpetic rhinitis.22 The virus can be grown in 
minced chicken embryo on agar slants,** and 
inoculated on the chorio-allantois of fertile 
eggs.** In the cells of lesions and in tissue cul- 
tures three types of inclusion bodies are found, 
the principal ones being Lipschiitz bodies. These 
may represent degenerative changes in the 
nucleus due to the presence of herpes virus or 
they may represent the virus itself. They vary in 
size but may occupy most of the nuclear struc- 
ture of the cells involved. They are to be dis- 
tinguished from the elementary bodies of her- 
petic vesicular fluid, saliva and cerebrospinal 
fluid of infected man and animals.’ *° 

Extensive work on neutralizing antibodies for 
herpes virus in the blood of infected man and 
animals has been done. Local recurrences have 
been found to be associated with a decreased 
level of antibody in the blood.*° However, there 
is disagreement as to the importance of circulat- 
ing antibody in producing immunity, and of the 
efficacy of herpes vaccination." 

The case to be presented showed an ap- 
parently causal connection between the use of 
shaving brushes and the recurrence of herpes 
facialis over a span of 21 years. During this time 
six brushes were used, all of which, so far as 
determinable, were made of hog. bristles with 
vulcanite handles. 


The patient, aged 42 years, complained of frequently 
occurring: vesicular lesions which, on observation, had 
the typical appearance, distribution, course and termina- 
tion ot herpes simplex. First occurring in early child- 
hood, they recurred at very infrequent intervals until 
the age of about 21 years. At that time and until the 
date of observation, recurrences became very frequent, 
fresh lesions often occurring immediately upon the heal- 
ing of their predecessors, and sometimes before this had 
been completed. The most frequent site was within an 
area about two to three inches in diameter with its 
centre about the mid-point of the labial commissure. 
Occasionally they occurred outside this area but almost 
always, at least after the age of 21 years, in the bearded 
area. For extended alee of time, herpes lesions of 
some age were constantly present on the face. Intervals 
of freedom varied from a week to about six weeks. 
Local remedies were as ineffectual as such remedies 
always are in aborting the lesions, or even in shorten- 
ing the natural course of events in the healing of herpes. 

The patient’s past medical history se only that 
he had had pneumonia following measles at the age of 
two years, and yearly recurrences of acute bronchitis 
following this event until the age of fourteen years. After 
this age his health had been excellent. Personal and 
family histories were non-contributory. Apart from the 
presence of facial herpetic lesions, physical examina- 
tion, including chest film, was essentially negative. 

After lesions had been recurring for about 21 years, 
some time following his first visit to the writer’s office, 
the patient’s shaving brush was mislaid or lost and for 
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a period of seven months he neglected to purchase 


another. During this time he applied the brand of shav- 
ing cream he had been using tor several years by hand 
betore shaving. It was noted that during the entire time 
he was applying shaving’ cream in this fashion, and for 
two weeks after he had purchased and begun to use a 
new brush, no herpetic lesions occurred, the longest 
period of freedom which he had had for 21 years. He 
had not paid particular attention to the sequence of 
events at the time, but close questioning revealed the 
significant information. It then, of course, seemed 
obvious that shaving brushes were in some way con- 
nected with the unusual train of events. Three months 
later the new brush was discarded as an experiment 
and again there was a dramatic cessation of herpes. Over 
the course of the past four years during which time 


either brushless shaving cream or one of the varieties. . : 


usually applied with a brush has been applied directly 
to the face by hand, there has been no recurrence of 
herpes simplex. 


DISCUSSION 


In view of the general acceptance of the thesis 
that herpes simplex, once established, is a life- 
long infection, with periodic clinical or observ- 
able manifestations which occur from reactiva- 
tion of the virus already present in the tissues, 
the possibility of the brushes being harborers 
and transmitters of infection is rendered nuga- 
tory. However, the fact that herpes recurred 
within two weeks after the use of a new brush 
after*there had been no facial herpes for seven 
months is evidence against the brushes trans- 
mitting infection. Equally so was the daily im- 
mersion of the brushes when in use in hot soapy 
water. It is likely, of course, that the brush acted 
as a transmitter of virus from one part of the 
face to another during the time when the pa- 
tient was never free of vesicles, but in view of 
the foregoing that also seems unimportant. 


It seems improbable that some psychogenic 
factor was involved as the seven months remis- 
sion when no brush was used was accidental and 
there was no question of auto- or hetero- 
suggestion. 


No serious consideration need be given to the 
possibility of contact allergy as all lesions were 
typically herpetic and in no wise resembled the 
lesions of contact allergy. 


The final and interesting possibility that must 
be considered is that the brushes were acting as 
irritants. At first glance it would seem absurd 
that a shaving brush could be irritating the face, 
since the use of a safety razor would seem to 
inflict much greater mechanical irritation and in 
this case, apparently, never was a factor in the 
recurrence of herpes. It is well known, however, 
that very light skin stimulation to an area of 
skin may at times evoke responses which may 
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fail to be evoked by a heavier stimulus. This is 
strikingly illustrated by the common pheno- 
menon of titillation. If considered in this light, 
the brush could hardly be considered as acting 
as an irritant, but rather as a sensory stimulus, 
particularly efficacious in this case in setting in 
motion the train of events leading to the activa- 
tion of herpes virus in situ, or, according to an 
alternative hypothesis, in causing the retrograde 
flow of the virus from the Gasserian ganglion to 
the skin. 


SUMMARY 


1. A case of frequently recurring herpes 
simplex facialis of 21 years’ duration has been 
presented and the pertinent literature reviewed. 

2. A cure of 4 years’ duration, at date of writ- 
ing, was effected by discontinuance of the use 
of brushes for shaving. 

3. The possible réles which the brushes may 
have played in the recurrence of lesions have 
been discussed. 

4, The conclusion has been reached that they 
acted as sensory stimuli, peculiarly suited to the 
re-activation of the herpes virus in this particular 
case. 
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OSTEOLYTIC OSTEOGENIC 
SARCOMA 


J. D. McINNES, M.D., F.1.C.S.* and 
J. F. McCULLOUGH, M.D., A.I.C.S.,t 
Sudbury, Ont. 


PRIMARY OSSEOUS NEOPLASMS of the bone are not 
common, neither are they rare. Up to 1946 there 
were over 2,400 cases entered in the Registry of 
bone sarcoma in Chicago. 

Their classification with regard to malignancy 
is as follows: (1) Osteosarcoma—almost uni- 
formly fatal. (2) Fibrosarcoma—distinctly less 
malignant. (3) Chondrosarcoma—these occupy a 
mid position in malignancy between the previous 
two. 

Osteosarcoma can be further classified into: 
(1) Osteoblastic or sclerosing sarcoma. (2) 
Osteolytic sarcoma. (3) Chondroblastic sarcoma. 
(4) Primary chondromyxosarcoma. 


DISTRIBUTION 


Willis* gives the percentage of the location 
from a series of 441 cases of bone sarcoma as 
follows: (a) 65% in the lower limb; (b) 16% 
or 72 cases in the upper limb; 54 of these were 
in the humerus and of these 31 were in the upper 
end, i.e., 7%; (c) 19% in the head and trunk. 
The percentage of osteolytic tumours varies be- 
tween 10 to 16% in primary sarcomas of bone. 


PROGNOSIS 


The prognosis of osteogenic sarcomas is not 
good and in particular is that true of the osteo- 
lytic type and more especially when they are 
located in the upper humerus or femur. In one 
series’ long survival cases were compared to 
short survival ones and factors such as age, sex, 
site of tumour or duration of symptoms before 
operation had no significant influence. Prevo’ 
from a series of 205 cases says that there were 
no survivals of 5 years if the lesions were located 
in the proximal end of the femur. Geschicter and 
Copeland! state that in their series there was no 
case of cure of osteolytic sarcoma in the upper 
humerus or femur; all cured cases were of the 
osteoblastic type and were affected by radical 
operation. If complete resection is possible, the 
chances are over 25% when primary radical 
*Chief of the Surgical Services, St. Joseph’s Hospital, 
Sudbury, Ontario. 


+Chief of Staff of the Sudbury General Hospital, Sudbury, 
Ontario. 
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operation is performed in the osteoblastic type. 
These authors? stress that delay of operation or a 
long interval of time between biopsy and defini- 
tive treatment gives a definitely less chance of 
survival. On the other hand Ferguson‘ believes 
that one should wait until signs of lessened ac- 
tivity of bone destruction are apparent before 
operation is undertaken and especially if the 
lesion is not at the distal femur or the proximal 
tibia and if the patient is not between 10 to 20 
years of age. He further states that since the 
increase of early amputations the survival rate 
has dropped. This observation was made from a 
series of 400 cases. 


The use of irradiation, erysipelas and various 
toxins has given no significant statistical differ- 
ences, nevertheless they should not be withheld 
if circumstances allow. According to Platt® 
surgical eradication of accessible tumours is the 
treatment of choice. Certainly the greatest 
number of 5 year survivals were treated surgi- 
cally. The part played by irradiation is difficult 
to estimate and in the past 5 years preoperative 
radiation has been virtually abandoned. Out of 
650 cases of osteogenic sarcoma collected by the 
American Registry of Bone Sarcoma, only 17 ap- 
pear to have been cured—16 after amputation 
and one following treatment by radium. 

The 5 year period standing as a criterion of 
cure is hardly long enough upon which to base 
end results—8.5% have died after 5 years—if the 
patient survives 5 years his chances of escaping 
further evidence of this disease are approxi- 
mately 12:1. 

Coley and Harrold® after a study of 59 care- 
fully authenticated cases. of osteogenic sarcoma 
hope their report may help to dispel the attitude 
which seems all too prevalent, that this disease 
is uniformly fatal and that therapy is of so little 
value as to call for no great effort to reach an 
early diagnosis and to institute prompt appro- 
priate treatment. 

The variable aspects of tumours of bone often 
make it difficult to decide on the diagnosis and 
the form of treatment. The age of the patient, the 
duration of symptoms, the number of bones af- 
fected and the roentgenograms are of importance 
in making a decision.* The symptoms of pain 
and swelling extend usually over a period of 
several weeks or months in cases of bone tumour. 
Multiple tumours of bone are usually benign in 
children and malignant in adults. In adults with 


multiple tumours of bone the probabilities may 
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favour metastatic carcinoma. Malignant tumours 
of bone are prone to invade all the structures 
of the extremity and bone destruction or bone 
production or both ‘will invade the marrow 
cavity, the cortex, the periosteum and the over- 
lying soft parts. When a bending deformity is 
seen in the affected bone it is an important 
criterion of benignity. 

Because of the ruthless and radical treatment 
advocated for certain types of bone tumour it is 
absolutely essential that no doubt should be left 
in the diagnosis. Bone biopsy is a safe and valu- 
able procedure in diagnosis and amputation 
should not be done without confirming the pre- 
ceding investigations by this method.‘ Being 
armed with the confidence that the diagnosis 
has no room for doubt gives courage to proceed 
in a most radical treatment without hesitation. 


The decision to use radical amputation in the 
treatment of bone sarcoma is not made easy 
when one looks at the over-all five year survival 
rate of all forms of primary malignant tumours 
as listed in the Registry of bone sarcoma of the 
American College of Surgeons. The percentage 
of five year survivals after radical amputation for 
osteolytic osteogenic sarcoma of bone is prob- 
ably less than 5%.° Of all the tumours of bone 
the low percentage of five year survivals for 
osteolytic osteogenic sarcoma is surpassed only 
by that of multiple myeloma. 


The patient a healthy sturdy male of 41 years of 
Polish extraction entered the hospital on September 5, 
1952 with the history that he had sudden severe pain in 
the upper end of the right humerus on carrying a pail 
of water. If he had any previous pain or tenderness in 
the arm before this it was not brought out as important 
by the interpreter. X-ray of the humerus revealed a 
transverse fracture some 2 to 3 inches below the surgi- 
cal neck in an area of pathological bone. The lesion was 
about 4” long and showed an apparently extending 
lesion with osteolysis and irregularity in the cortex with 
extension to the periosteum and overlying soft parts. One 
radiologist considered the most likely diagnosis as osteo- 
genic sarcoma but the other felt perhaps that secondary 
carcinoma was the first consideration. 

The possible diagnoses that entered our minds were 
{1) osteolytic osteogenic sarcoma; (2) secondary cancer; 
{3) multiple myeloma (atypical); (4) Paget’s disease 
(atypical ). 

The breasts, lungs, kidneys, prostate, thyroid and 
other skeletal structures appeared negative with the 
usual methods of investigating these particular organs. 

Laboratory investigation revealed the following: Hb. 
93%; W.B.C. 6,350; R.B.C. 5,050,000; smear and dif- 
ferential normal; sedimentation rate 20 mm., (W); 
calcium 10.8 mgm. %; phos. 2.7 mgm. %; acid phos- 
phatase 2.5 K.A. units; alkaline phosphatase 55 K.A. 
units; cephalin cholesterol flocculation—no flocculation; 
thymol flocculation—no flocculation; thymol turbidity, 2.6 
units; plasma proteins, 8.2 mgm.; Wassermann, negative. 
Repeated tests for Bence Jones protein in the urine were 
negative. 
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Under a provisional diagnosis of osteogenic sarcoma 
a bone biopsy was done on September 12 and blocks of 
rough apparently avascular bone were removed. 

Pathologist’s report.—This specimen consists of 4 frag- 
ments of bone. Two are rectangular in shape, the larger 
measuring 6 cm. x 2 cm. x 5 mm: the other fragment 
measures 5 cm. x 4 cm. x 5 mm. The third fragment is 
a sliver of bone 4 cm. in length, the fourth fragment is 
soft tissue, wedge-shaped, measuring 3 cm. x 2 cm. x 5 
mm. The fragments are yellowish, deeply trabeculated 
and there are dark fragments of fibrous tissue clinging 
to them. The soft tissue is irregularly shaped brown sal 
spongy. This is submitted in its entirety as block A. One 
of the fragments of bone is submitted to decalcification. 

Microscopic report.—Sections taken from the soft tissue 
surrounding this bone tumour show masses of atypical 
cells that are somewhat basophilic in type, having nuclei 
that are large and lightly reticulated. The chromosomes 
are barely discernible. These cells tend to grow in little 
masses with the formation of bone tissue in the centre. 





Fig. 1 Fig. 2 

Fig. 1.—A.P, view—showing area of destruction of 
bone. The fracture line is seen indicated by the arrow. 
Fig. 2.—A.P. view—after bone biopsy showing apparent 
greater destruction. Fracture line can he seen at the level 
of the skin clip. 


Section of the bone itself shows an infiltration of the 
medullary spaces with a growth similar to that of the 
surrounding tumour mass. This tumour is destroying the 
normal trabecule of the bone, gradually replacing it. 
The tendency to bone formation is not marked but, here 
and there, one can make out little islands of new bone 
formation. “There is no question in my mind that this 
is an osteogenic sarcoma”. 

With this report, backed by our clinical exclusions we 
performed an_ interscapulo-thoracic amputation on 
October 3. The patient stood the procedure very well 
and recovery was uneventful, the wound healing by 
primary intention. 


SUMMARY 


A case of osteolytic osteogenic sarcoma of the 
upper end of the right humerus has been pre- 
sented along with some review of the literature 
relating to osteogenic sarcoma. The treatment of 
the case presented was interscapulothoracic 
amputation. In view of the low percentage of five 
year survivals it will be of great interest to follow 
this man. 
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We wish to thank Dr. W. L. Robinson Pathologist of 
Toronto General Hospital for his valuable aid in making 
the Pathological Diagnosis, and Dr. Feldman Intern at 
St. Joseph’s Hospital Sudbury for his aid in review of the 
literature. 
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BILATERAL SIMULTANEOUS 
TUBAL PREGNANCY* 


SAMUEL NORRIS, M.D., F.A.C.S., F.I.C.S., 
Toronto 


THE FIGURES on the occurrence of extrauterine 
pregnancy vary widely, as reported from differ- 
ent clinics. The most commonly reported inci- 
dence is about 1 in 300 obstetrical cases, as 
reported from the Cook County Hospital in 1948! 
by Abrams and Kanter. These authors reviewed 
1,580 extrauterine pregnancies occurring from 
1922-1948 at this hospital, and found only one 
case of bilateral extrauterine pregnancy. 

Hall’ in 1949 classified extrauterine pregnancy 
as follows: (1) Intra- and extra-uterine preg- 
nancy at one time. (2) Intra-peritoneal: includ- 
ing ovarian and abdominal. (3) Multiple preg- 
nancies in one tube. (4) Coincident pregnancies 
in each tube. 

Shauta*® stated that multiple pregnancies, ex- 
cluding intrauterine pregnancies per se, occurred 
as follows: (1) Simultaneous extra- and intra- 
uterine pregnancies were most frequent. (2) 
Twin pregnancies in the same tube, next in fre- 
quency. (3) Simultaneous bilateral tubal preg- 
nancies were the rarest. 

Of bilateral simultaneous tubal pregnancies, 
Eden and Lockyer, in their Textbook on Gyne- 
cology, reported 28 cases up to 1927. Fishback‘ 
in 1937, had collected 76 cases from the litera- 
ture. Hall in 1949, found 87 cases reported, and 
Abrams and Kanter, in 1948, found 94 cases re- 
ported to that date. ; 

Fishback laid down certain principles for the 
acceptance of an authentic case of bilateral 
simultaneous extrauterine pregnancy: “There 


*From the Department of Obstetrics and Gynecology, 
Mount Sinai Hospital, Toronto. 
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should be a. description of the fetuses or any 
portion of them found, as well as of placental 
material. A microscopic examination may be 
necessary for fixing the pregnancy periods. Espe- 
cially is this needed where only a hematosalpinx 
is present grossly.” 

As the fetal parts and placental tissue are 
usually small; and with some degree of degenera- 
tion, I feel that the demonstration of chorionic 
villi microscopically in each tube, should be 
sufficient to establish the authenticity of coin- 
cident bilateral tubal pregnancies. In the two 
cases reported below, such criteria were de- 
manded and fulfilled. 


DIAGNOSIS 


As with single extrauterine pregnancy, the 
history of bilateral simultaneous extrauterine 
pregnancy follows no consistently set history. 
Usually there is a missed period, followed shortly 
by spotting or bleeding, accompanied by a 
greater or lesser degree of pain. With sudden 
rupture, there is, of course, the picture of intra- 
peritoneal bleeding with shock. 

Pelvic examination should reveal tender ad- 
nex, either unilateral-or bilateral, possibly with 
some degree of palpable mass on one or both 
sides, and with extreme tenderness and pain on 
moving the cervix. In no instance was a diag- 
nosis of bilateral tubal pregnancy made preoper- 
atively, in those cases reported. 

At this point, two cases of simultaneous bi- 
lateral tubal pregnancy, under the care of the 
author during the past few years, are reported. 


CasE l 


Mrs. A.Q., white, housewife. Age 29. This patient 
was seen on October 23. Instead of her expected period 
on October 20, she had only spotted slightly for one- 
half day. 

Her menstrual history had been perfectly regular. She 
started menstruating at the age of 13, with a 28 day 
cycle, bleeding moderately for four days, with little pain. 
She had never been pregnant. Her previous history in- 
cluded a gonorrhoeal infection, which was seen by the 
author during the acute stage two years previously. The 
infection was treated and cured, repeated negative 
smears having been obtained subsequently. 

Pelvic examination on October 23 revealed nothing 
significant, except some tenderness in the right adnexal 
region. The possibility of ectopic pregnancy was con- 
aimed and the patient accordingly forewarned. 

On October 29, the patient was suddenly seized with 
an acute lower abdominal pain, and collapsed. Seen one 
hour after the onset of these symptoms, the patient pre- 
sented a typical picture of massive intraperitoneal hemor- 
rhage with profound shock. She was admitted to the 
Mount Sinai Hospital, and after some preliminary anti- 
shock treatment, was operated on four hours after the 
onset of her acute symptoms, with a diagnosis of 


_ ruptured tubal pregnancy. 
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A ruptured tubal pregnancy was found on the right 
side, and the right tube and ovary were removed. Exam- 
ination of the left tube revealed a second ruptured tubal 
pregnancy, and the left tube was also removed. 

Much blood and clot’ were evacuated, and the ab- 
domen closed without drainage. The postoperative course 
was uneventful. 

Pathologist’s report.—(1) Bilateral tubal pregnancy. 
(2) Endometriosis of the Fallopian tube. (3) Endo- 
metriosis of the ovary. In the section through the proxi- 
mal portion of each tube, much blood clot is seen to be 
present in the lumen. Mixed with this are chorionic villi, 
and masses of trophoblastic cells (Figs. 1 and 2). In 
section of the Fallopian tubes, the mucosal villi are 
thickened by fibrous connective tissue. In the serosa 
of one tube are some foci of endometrial tissue. 


Fig. 3 


CasE 2 


Mrs. A.C., white, housewife, age 35, was admitted 
to the Mount Sinai Hospital March 5, 1952, with chief 
complaint of pain in the left lower quadrant. 

The patient was feeling well until December 1951, 
when she experienced generalized lower abdominal pain, 
mostly in the right lower quadrant. It lasted two days 
and then disappeared. She had some intermenstrual pain 
of sharp stabbing nature, with some spotting for the 
next two months, in January and February, lasting 
minutes to hours. ; 

Except for amenorrhoea with her two full term preg- 
nancies, her periods started at the age of 14, and lasted 
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three to five days, every twenty-one days. In the last 
six months they were a bit longer and a little irregular. 
Her last normal period was February 6, 1952. This was 
accompanied by a persistent lower abdominal pain for 
five to six days prior to admission. 

Examination revealed a soft, tender left adnexal mass, 
apparently attached to a slightly enlarged uterus, in the 
anterior position. Movement of the cervix elicited severe 
lower abdominal pain. A diagnosis of ruptured tubal 
pregnancy was made, and the patient was admitted to 
the Mount Sinai Hospital for operation. On admission, 
pulse was 84. Blood pressure 110/80. The abdomen was 
tender with no rigidity. 

Operation March 6.~There was much free blood clot 
on opening the abdomen. A large ruptured left ectopic, 
with a clear cystic mass, with much blood clot attached, 
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Fig. 4 


was mobilized, and removed. Inspection of the right side 
revealed a small mass the size of a plum, indicating a 
tubal pregnancy. The right tube was removed. The post- 
operative course was uneventful. 

Pathologist’s report.—(1) Ruptured tubal pregnancy. 
Recent. (2) Tubal pregnancy—old. Seneoneell inx with 
organization. Examination of the ruptured tubal preg- 
nancy revealed a number of chorionic villi mixed with 
the blood, some staining well, and some rather poorly 
(Fig. 3). Examination of the old tubal pregnancy, showed 
much blood clot undergoing organization. Many poorly 
staining chorionic villi were found, all practically hyalin- 
ized. Many lymphocytes and histiocytes were found, the 
latter containing much brown pigment (Fig. 4). 
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It is interesting to speculate on the physiologi- 
cal mechanism that contributes to the occurrence 
of this rare condition. In Case 1 as well as in 
many cases reported in the literature, where 
rupture occurred early (10-14 days after the 
missed period) and where observation of the 
case was possible so soon, there can be no ques- 
tion that two ova were expelled from one or both 
ovaries at the same time, found their way into 
separate tubes, and were there fertilized either at 
the same time, or within a matter of hours of 
one another. 


Where the history is rather prolonged, over 
a matter of weeks or possibly months, and where 
the chorionic villi showed a dissimilar develop- 
mental stage in both tubes, as in Case 2, and in 
many cases reported in the literature, the ques- 
tion of superfetation seems quite probable. 

Case 2 would seem to exemplify what Bledsoe® 
describes as successive pregnancies. This would 
indicate that one pregnancy occurring in one 
tube became arrested in its development and 
died. The hormonal cycle resulting in ovulation 
would then become re-established with the re- 
sumption of ovulation. A second pregnancy was 
then possible in the opposite tube, and did 
occur. Microscopic examination of the removed 
tubes should then show chorionic villi in both 
tubes, but in different stages of development, 
and with greater degeneration in the tube and 
fetal parts, representing the first pregnancy. 


CONCLUSIONS 


1. Bilateral simultaneous tubal pregnancy is 
a rare gynecological entity, and is never diag- 
nosed as of bilateral occurrence preoperatively. 

2. Because it can occur, at all operations for 
ectopic pregnancy, both adnexze must be in- 
spected for extrauterine pregnancy. 


3. Two cases seen by the author in the last 
two years are added to the literature. 


My thanks are due to Dr. H. G. Pritzker, Pathologist 
and Director of Laboratories, Mount Sinai Hospital, 
= for the splendid microphotos accompanying this 
article, — 
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A CASE OF DEPRESSION 
WITH ATTEMPTED SUICIDE 
TREATED AT A GENERAL 
HOSPITAL* 


A. M. MANN, M.D. and 
E. D. WITTKOWER, M.D., Montreal 


THERE ARE TWO FoRMs of depression with which 
the practitioner has to deal: endogenous and re- 
active. The former usually responds favourably 
to electro-convulsive therapy, whereas the latter 
requires psychotherapy. 


The following case which was presented at 
medical rounds of the Montreal General Hospital 
illustrates (1) the psychodynamics underlying 
reactive depression and (2) a therapeutic pro- 
cedure in successfully dealing with them. 


J.F., a twenty-three year old woman, was brought to 
the outpatient department of the Hospital by police 
ambulance with cramps and prostration following the 
deliberate ingestion of iodine. Following appropriate 
measures of detoxication, she was admitted to the psy- 
chiatric in-patient ward of the hospital. 

On admission she was tense, pale and tearful. She 
spoke slowly and hesitantly and her general attitude 
was one of dejection and despair. Physical examination 
revealed a well-developed, well-nourished woman of 
sthenic habitus showing no evidence of physical disease. 

She was the-third of five siblings in a working-class 
family and described herself as her father’s favourite. She 
was very close to him in her early life which centered 
around gaining and maintaining his affection. She was 
very much upset by his death when she was fifteen years 
of age and felt “let down” and “deserted”. She left 
school immediately afterwards and began work. At 
sixteen years of age she met and married a man some 
eight years her senior. In many respects this man repre- 
sented a father-figure to her and provided the protec- 
tion and security she felt deprived of at home, as her 
relations with her mother were somewhat strained from 
early childhood. She had one child which died at seven 
weeks of age and she was. again pregnant when her 
husband volunteered for service in Korea with the Cana- 
dian Army. He was killed in action a few months later. 
She stated that she felt “nothing—just a numb feeling” 
when informed of his death. She did not cry at all at 
the time but carried on, as she put it, “as if nothing 
had happened”. Although she felt increasingly incapable 
of enjoying life and although her general — of activity 
was greatly narrowed down, she felt impelled to carry 
on for the sake of the awaited child. A further bereave- 
ment occurred when the baby died of a congenital heart 
ailment at two months of age. Again she “felt nothing”. 
She made the funeral arrangements in a mechanical 
fashion; then, hoping that a change of environment 
would “help her forget”, she took a job in Montreal. 

Nothing interested her, however; she met several 
men who were attracted to her but she could not re- 
ciprocate because “I felt it wasn’t fair to my husband”. 
She felt lonesome, sad and hopeless. She continually 
struggled against a feeling of unworthiness and re- 
proached herself for letting her husband go to Korea 
and for what she considered her inadequate care of the 
baby. Again and again she averred how ideal her 
marriage had been, how kind her husband had been, 


*From the Department of Psychiatry, Montreal General 
Hospital and McGill University, Montreal. 
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how considerate and how helpful, and how devoted he 
had been to her. 

On the ward she spoke very little and could not 
interest herself in the a patients or in group activities. 
It was decided to treat, her by psychotherapy, and an 
attempt was made to make use of the combined efforts 
of all the ward “team”: interns, attending staff, nurses, 
and, whenever possible, other patients, i.e., a form of 
“replacement therapy” (Lindemann) to help re-establish 
the lost relationships to the outside world, relation- 
ships previously aaneedl through the husband. Psycho- 
therapeutic interviews were deliberately somewhat less 
formal than usual and were made as frequent as possible. 
Interviews were supplemented by many short, informal 
“visits” all detened to fill the obvious void in her 
personal life. It soon became apparent that the circum- 


stances of the marriage and her relationship to her , 
husband were not as uniformly felicitous as she initially 


claimed. Slowly, as she gained confidence in the doctor, 
she was able to discuss the unpleasant aspects of her 
married life. It was learned that the husband had been 
an unstable, irresponsible individual who humiliated her 
in public, drank to excess and frequently abused her; 
despite his shortcomings, however, he had many good 
qualities and she loved him very much. Most of this 
information was inferred from her statements, because 
she tended to make elaborate excuses and _ rationaliza- 
tions for his undesirable characteristics. Eventually, 
through the medium of intravenous sodium amytal and 
methedrine, she was enabled to ventilate freely and with 
tremendous emotional charge all her repressed feelings 
towards him. This was followed by a period of very 
intense grief with almost uncontrollable sobbing, and 
this interview marked the turning point in her illness. 

Further interviews repeated this pattern, and she was 
able to review the whole situation in a more realistic and 
less guilt-ridden manner. Afterwards she became more 
cheerful and active and made one or two close friend- 
ships on the ward. She was discharged after eight weeks’ 
hospitalization and arrangements were made for her to 
be seen as an out-patient. 

Her discharge proved to be premature; after only one 
week she had a relapse and was readmitted, again de- 
pressed. It would appear that to the patient the abrupt 
termination of treatment was seen as another “desertion” 
in the same manner as the desertions by her father, her 
husband and her baby, and that she was too abruptly 
deprived of the security of the ward and her relationship 
with the physician. 

After several weeks of further therapy she was again 
discharged, but this time “weaned” very slowly and 
carefully, being seen at first every day, then every second 
day and then twice a week for a period of three to four 
weeks, following which she felt well enough and secure 
enough to carry on without further therapy. She has 
continued well for eight months and when last heard 
from had become engaged to be married. There has 
been no recurrence of feelings of depression. 


Comment.—Many cases of depression are of 
mainly endogenous origin, and for such cases 
attempts at purely psychological treatment are 
not sufficient. In other cases the factors involved 
in a depression can be elucidated and may be 
amenable to psychotherapy with re-establish- 
ment of normal ego functioning and re-integra- 
tion of the disturbed personality. In this case the 
reaction of the patient to the loss of the loved 
object bears many similarities to the normal 
reaction of grief or mourning yet it is obvious 
that not every bereft person attempts suicide. 
Normal grief is characterized by feelings of sad- 
ness, lack of interest in the outside world, inhibi- 
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tion of activity and a predominance of painful, 
unpleasant emotions. In the course of time, how- 
ever, the demands of the world of reality force 
the individual to give up little by little his emo- 
tional attachment to and preoccupation with the 
lost object. 


This patient’s reaction was pathological in 
several respects. First, she was not able to ex- 
press the usual profound feelings of bereavement 
initially, feeling “only numbness”. Second, the 
duration of the painful feelings of dejection and 
the disinterest in the outside world were mor- 
bidly prolonged. Third, the attempt at self- 
destruction represented more than despair and 
loneliness; it can be looked upon as the supreme 
gesture of self-punishment. Finally, the grief was 
over-determined, that is to say, the patient was 
reacting not simply to the loss of the husband 
and baby, but also to a reactivation of her earlier 
loss of the beloved father. 

This need for punishment by suicide cannot be 
explained simply on the basis of loss of the 
loved one. For it implies a turning in on oneself 
of all the destructive, sadistic feelings normally 
directed outwards to the external world. In this 
patient, her feelings toward the lost object—the 
husband—were not purely tender, loving im- 
pulses but also hostile, resentful feelings which 
existed simultaneously. She was only partly 
aware of this ambivalence when her husband 
was alive, and after his death, the hostile, resent- 
ful component of her feelings towards him was 
kept out of consciousness as being incompatible 
with her concepts of ethics. 

There are two processes involved in this re- 
action: (1) the taking in or “incorporation” of 
the external object into the patient’s own ego, 
and (2) the release on to the new internal object 
of the hostile, resentful feelings originally felt 
toward the lost object. Thus, the self-reproaches, 
the need for punishment and the feelings of un- 
worthiness really represent feelings of hatred and 
anger toward the departed person which the 
patient could not consciously admit. 

When the permissive atmosphere of the 
psychotherapeutic setting and the disinhibiting 
effect of the sodium amytal enabled the patient 
to express consciously these feelings, she was 
able to live through and re-experience the (to 
her) unacceptable emotional reaction. With 
further exploration and discussion of these feel- 
ings she was able to adopt a more realistic 
viewpoint, and the guilt feelings and need for 
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punishment abated. This was accomplished only 
slowly, but gradually she was able to regain in- 
creasing interest in the outside world and was 
able to accept pleasurable activities without 
being overwhelmed by feelings of guilt. Here 
the twofold significance of the term “replacement 
therapy” is seen. Not only is the lost object re- 
placed by another object but also there occurs 
a significant change in the quality of the feelings 
towards the object: the ambivalent relationship 
gives way to a feeling of a consistently good 
relationship, first with the therapist and later 
with the outside world. 

This case illustrates a method of treatment of 
an acute depression in a general hospital setting. 
Such psychoneurotic depressive reactions are 
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commonly met with and are best handled by a 
psychotherapeutic approach, rather than by 
electro-convulsive treatment. 


SUMMARY 


A case of reactive depression with attempted 
suicide is discussed. Psychodynamics involved 
in the depressive reaction are noted, and a pro- 
gram of treatment is outlined. 


Thanks are extended to Dr. A. E. Moll, Director of the 
Department of Psychiatry, Montreal General Hospital, 
for permission to publish. 
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SPECIAL ARTICLE 
INFECTIOUS HEPATITIS® 


A. H. NEUFELD, B.Sc., M.Sc., Ph.D., M.D., 
Montreal 


Epwemics of infectious hepatitis have been 
recorded among military forces since ancient 
times. Similar epidemics occurred in World War 
I as well as World War II. Because of the pro- 
longed period of incapacitation resulting from 
this disease, the loss of effective man power 
seems to be far greater than the actual extent 
of the epidemics. It is quite possible that we 
tend to associate this disease too often with 
military operations when, in fact, sporadic or 
local epidemics continually spring up among the 
general population. 

One attack of infectious hepatitis usually con- 
fers a high degree of immunity. Transmission of 
the causative agent is probably from excretory 
products (faeces and urine), and infection takes 
place through the gastro-intestinal tract. Thus 
infections have been traced to contaminated 
water and foods or to human contacts. There is 
evidence that droplet infection from the nose 
may take place in some epidemics. The incuba- 
tion period is usually from 17 to 35 days. 

Etiology and pathology.—The etiological agent 
of infectious hepatitis has been identified as a 
filterable virus. It is present in the blood and 
stools during the pre-icteric period. It is rela- 
tively resistant to ordinary bactericidal agents, 
and resistant to drying and to freezing for 
— It can withstand heat to 56° for one 

our. 


*From the Biochemistry Laboratory, Queen Mary 


Veterans’ Hospital. 


The essential feature of the disease is damage 
to the liver cells. This may range from a mild 
inflammation to widespread disintegration and 
autolytic necrosis. There is usually infiltration 
by lymphocytes, histiocytes and occasionally 
plasma cells and segmented leucocytes in the 
lobular parenchyma and the periportal regions, 
usually around necrotic cells. The lining endo- 
thelium of the sinusoids (the Kupffer cells) usu- 
ally shows proliferation. 

The extent to which the liver parenchyma may 
be damaged and the bile ducts secondarily in- 
volved shows considerable variation. Therefore 
the clinical features of infectious hepatitis vary 
enormously. The extraordinary power of the 
liver to regenerate glandular tissue which has 
been destroyed has most important bearings on 
the clinical features and prognosis. . 

Symptoms and signs.—There is usually a pro- 
dromal stage of from I to 8 days, sometimes 
longer, preceding the appearance of jaundice. It 
begins mildly with loss of appetite accompanied 
by nausea, but vomiting is infrequent. Malaise, 
lassitude and frontal headache are usually 
present. There is discomfort in the epigastrium, 
at times accompanied by actual pain; constipa- 
tion is more common than diarrhoea. Fever is 
variable; it may be mild (99°), more often about 
101°. In more severe cases fever may be up to 
103 or 104° with all the other prodromal symp- 
toms also more accentuated. On rare occasions, 
particularly in old people, there may be a 
gradual appearance of jaundice without any 
other pre-icteric symptoms. 

When jaundice appears the temperature usu- 
ally falls to near normal and with it appetite 
tends to return. It is accompanied or preceded 
by bile-stained urine with large amounts of uro- 
bilinogen. Stools soon become clay-coloured and 
with this the urobilinuria disappears. Pruritus is 
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common and may be quite distressing. It is usu- 
ally associated with jaundice, but may precede 
its appearance. The jaundice is accompanied by 
increases in serum bilirubin, the van den Bergh 
test shows an early direct reaction and the floccu- 
lation liver function tests show abnormal results. 
As in other viral infections, leucocytosis does not 
occur and a polymorphonuclear leucopenia is 
usual. 

The liver is usually enlarged and firm early 
and may be slightly tender. The spleen is usually 
palpable. The depth of jaundice is very variable 
as is also its duration, which may be short or 


persist occasionally even for months. Most pa-.-: 


tients do well, and the first sign of recovery is a 
return of bile pigments in the stools, followed by 
fading of the jaundice. Abnormal liver function 
tests may persist for a varying length of time, 
dependent principally upon duration and 
severity of the illness. 

In a small number of patients no actual 
jaundice occurs; the clinical course, however, is 
otherwise similar. In many surveys the propor- 
tion of non-icteric infectious hepatitis has 
ranged from zero to three times the incidence of 
hepatitis with jaundice. High proportions of non- 
icteric form have been usual in studies involving 
human volunteers who are under regular labora- 
tory control. The illness usually terminates with- 
in 4 to 8 weeks. A small number, however, are 
fatal, either early in the disease from widespread 
liver necrosis or after a long persistent infection 
from gradual liver failure. 

Diagnosis.—An accurate differential diagnosis 
in infectious hepatitis may at times be almost 
impossible. On the other hand, it is often quite 
easily made. A careful history of the onset of 
illness and an exact sequence of symptoms and 
signs can be of great help. It is important to 
establish whether the earliest symptoms suggest 
diffuse liver cell dysfunction indicated by 
malaise, lassitude, anorexia, nausea, etc., or, on 
the other hand, whether they indicate disease 
outside the liver, in or about the common duct, 
the jaundice being incidental. An early enlarged 
and tender liver and a palpable spleen favour 
infectious hepatitis. Obstructive jaundice may 
be insidious in onset as in carcinoma of the head 
of the pancreas, occurring in middle-aged or 
elderly persons, or it may be marked by biliary 
colic as in the case of common duct stone. 

There can be many misleading features. Thus 
acute hepatitis can cause pain suggesting a mild 
biliary colic, whereas on rare occasions a stone 
in the common duct may occur without pain. 
Also patients with carcinoma of the pancreas 
may have pain. 

Certain laboratory tests can assist greatly in 
the diagnosis. In infectious hepatitis the urine 
shows bile pigment early and a large amount of 
urobilinogen. The van den Bergh test gives at 
first a biphasic and later an indirect positive re- 
sult. There is evidence that serum bilirubif and, 
in the early stages, urine bilirubin and urobilino- 
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gen tests plus the sulphobromophthalein sodium 
(bromsulphalein®) are valuable in the detection 
of non-icteric cases during the actual incubation 
period.? Since liver cell degeneration is the most 
conspicuous change, this is functionally promptly 
reflected in an abnormal cephalin-cholesterol 
flocculation, an increased thymol turbidity and a 
lowered cholesterol ester ratio. In addition, in- 
flammation in varying degree often occurs, 
chiefly in the form of Kupffer cell reaction and 
infiltration by histiocytes. This is reflected in an 
elevated serum gamma _ globulin. level and 
elevated zinc sulphate turbidity. 


It is important to emphasize that the signs of 
cholestasis may be present. Occasionally the 
serum cholesterol and the alkaline phosphatase 
levels may be elevated. In the exceptional case, 
the cholestatic or the inflammatory features may 
predominate to the extent that either cholestasis 
or inflammation appears to be the sole abnor- 
mality. Such dissociation is especially common 
in delayed recovery. Persistent liver cell de- 
generation is unusual. Persistent inflammation 
with elevated serum gamma globulin seems to be 
more frequent. This may end in cirrhosis. In 
contrast persistent cholestasis in the form of 
cholangiolitic hepatitis or cirrhosis is less com- 
mon, but a recognized clinical entity.’ 


In some patients, even after careful observa- 
tions for many weeks, the diagnosis may remain 
uncertain. A needle biopsy or an exploratory 
laparotomy should then be considered. 

Other forms of acute primary hepatitis.— 
Homologous serum hepatitis, clinically very 
similar to infectious hepatitis, follows the injec- 
tion of a wide variety of blood derivatives, blood 
or plasma transfusions, immunizing agents con- 
taining human serum, etc. The infective agent 
appears to be a strain of virus closely related 
but not identical to that of infectious hepatitis. 
The incubation period uniformly falls within a 
range of 30 to 150 days, with only rare excep- 
tions. Whereas an attack of infective hepatitis 
provides almost complete immunity against a 
second attack, homologous serum hepatitis does 
not confer immunity against a subsequent attack 
of infectious hepatitis. 


It is interesting to record that the probable 
incidence of the homologous serum hepatitis 
virus in the population has been determined by 
a backward calculation from the attack rates and 
pool sizes involved in studies of large series of 
blood and plasma infusions. Several such surveys 
have been made in England as well as in the 
United States. The percentage of infected 
donors, as derived from such studies, is uni- 
formly fairly close to the average figure of 0.2%. 

It can be exceedingly difficult to differentiate 
infectious from homoiogous serum hepatitis. The 
available laboratory aids are not reliable differ- 
ential criteria. A check on secondary cases among 
contacts has been suggested as a diagnostic 
point.’ Otherwise one is dependent upon a 
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history of injection of a material that can convey 
the virus within the incubation period. 


A third form of acute primary hepatitis is toxic 
hepatitis, at times referred to as acute hepatic 
necrosis or acute yellow atrophy. This includes 
the etiologically well-defined chemical hepatitis, 
but also others where the damaging substance is 
ill-defined or unknown. Morphologically the in- 
flammatory component is usually less evident 
than in infectious hepatitis and liver degenera- 
tion more uniform in a given zone. Fatty in- 
filtration may occur. Laboratory tests differ from 
those in viral hepatitis only in that the floccula- 
tion tests are normal in a significant number of 
instances‘ (cephalin-cholesterol in 23.5% of 
cases, thymol turbidity in 44.1% and zinc 
sulphate turbidity in 589%). 


TREATMENT 


The principle of therapy rests on the fact that 
liver cells which maintain ample stores of glyco- 
gen, proteins and vitamins, with a normal fat 
content, show the greatest resistance to infec- 
tions and toxins and also the greatest power of 
regeneration. The severity and duration of the 
illness should determine in large measure the 
details of therapy. The three important features 
are adequate bed rest, plenty of fluids and 
dietary measures. The patient should be kept in 
bed until return of normal appetite and a feel- 
ing of well-being. In most patients, with the mild 
form of infectious hepatitis, little needs to be 
done but to give adequate fluids such as fruit 
juices and a high carbohydrate low fat diet. 


When the disease is more severe and more 
prolonged, higher proteins of good quality as 
well as increased carbohydrate are important. 
All the vitamins, particularly the B vitamins so 
important in carbohydrate oxidation, should be 
given by injection if necessary. Thus dietary 
regulation, particularly during convalescence, is 
the most important part of treatment. Foods in- 
cluded in such a diet are bread, cereals, cereal 
substitutes, soups, eggs, mild cheese, lean meat 
and fish, potatoes, vegetables, fruits, simple 
desserts, usual table beverages, butter and 
sweets. Foods to be avoided are fried foods, 
fatty foods, smoked or spiced meat or fish, pork, 
gravies, nuts, peanut butter, spices, condiments, 
and alcoholic and carbonated beverages. To- 
bacco is also to be eschewed. Fat should not be 
restricted below a level needed to allow a 
palatable diet. In general, fats of vegetable or 
dairy origin are better tolerated than those from 
meat sources. 

In very severe forms with hepatic failure and 
coma, intensive intravenous use of dextrose, salt- 
poor human plasma or albumin, protein hydro- 
lysates, liver extract, blood transfusions and 
plasma in judicious combinations may be life- 
saving. Oxygen therapy is necessary to combat 
the hepatotoxic effects of anoxzemia. 
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The lipotropic substances choline and methio- 
nine may be given, but they seem to be of 
questionable value in infectious hepatitis. Their 
value appears to be limited to the initial phases 
of therapy in patients with fatty infiltration.° 


Furthermore, phospholipid turnover studies 
measured by the use of radioactive phosphorus 
in infectious hepatitis, show no evidence of a 
lipotropic factor deficiency. This confirms the 
previous pathological studies which have 
demonstrated that fatty infiltration is not a 
significant finding in the liver of infectious hepa- 
titis patients. 

If hemorrhage occurs as the result of pro- 
thrombin deficiency, vitamin K, 2 to 4 mgm. 
every day or every second day, may be tried. 
Generally, it is not as effective as in obstructive 
jaundice. To prevent relapse, patients should not 
be allowed to return to work until the blood 
serum bilirubin level has returned to about 1 
mgm. per 100 c.c. or less. 

Several authors have recently reported that 
human gamma globulin gives passive immunity 
against infectious hepatitis lasting a variable 
period, probably averaging 3 months. On the 
other hand it is also conceivable that gamma 
globulin may exert a different type of effect, as 
suggested by Stokes et al.° They state that im- 
munization is really active and brought about by 
the fact that gamma globulin contains a mixture 
of antigen and antibody, namely infectious 
hepatitis virus and its neutralizing antibody. The 
degree of effectiveness of gamma globulin as a 
prophylactic agent, regardless of the way it 
works, can perhaps only be determined through 
experimental field trials. It is hoped that results 
of such trials may soon be reported. 


SUMMARY 


A brief review of infectious hepatitis is pre- 
sented with emphasis on the practical aspects 
of the problem. This includes something on its 
frequency of occurrence, etiology and pathology, 
symptoms and signs, other forms of acute 
primary hepatitis and treatment. Reference is 
made to the recent work on human gamma 
globulin. 
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The local application of cortisone, 5 mgm., to skin 
homografts in rabbits doubles the normal survival time 
of 6 to 9 days. This effective dosage of cortisone applied 
locally is ineffective when administered systemically. 
Local application of cortisone in clinical practice must 
be made to all the homografts transplanted to any one 
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CLINICAL AND 
LABORATORY NOTES 


DR. HAROLD ORR AND 
MEDICAL MYCOLOGY 


E. SILVER DOWDING, Ph.D., Edmonton 


THE FOLLOWING DESCRIPTION of the early begin- 
nings- of a laboratory of medical mycology in 


Alberta is intended as a tribute to the memory 
of the late Dr. Harold Orr. 


Nearly twenty years ago Dr. Orr pointed out 
a need for laboratory investigation of human 
fungus infections. He suggested that such in- 
vestigation was an essential part of the duties of 
the Provincial Laboratory of Public Health, and 
urged the creation of a mycology unit. In 1933 
I began work in this unit and commenced my 
long and profitable association with Dr. Orr. 
With characteristic drive and generosity he pur- 
chased a variety of photographic equipment and 
photomicrographs of fungi in tissue and in cul- 
ture were collected. Yet his enthusiasm was not 
confined to the clinical aspects of mycoses, it 
also embraced the morphology, taxonomy and 
physiology of the fungi, as evidenced in a reel 
of cine-microphotographs which we took of the 
growth and protoplasmic streaming of Tricho- 
phyton and Gelasinospora. 

So impressed was Dr. Orr with the importance 
of mycology to medicine that he agreed to col- 
laborate in writing a book on “Mycology for 
Physicians”. Although he had difficulty to find 
time in his crowded professional day for con- 
sultation about it, he managed to set aside an 
hour early in the morning just before his hospital 
calls. The work was interrupted by circumstances 
beyond our control, and the book was never 
completed. 

It is remarkable that Dr. Orr’s daily round of 
clinical and teaching duties did not exhaust him 
or extinguish his curiosity for research. His name 
is associated with three joint scientific papers, 
dealing with dermatophytes.2}* From these 
papers it is possible to pick out certain observa- 
tions that may be of lasting value. 

The first deals with the nature of the mosaic 
fungus. There has been considerable disagree- 
ment about this “mosaic fungus”—patches of re- 
fractile débris arranged in a network in epi- 
dermal tissue. Upon observing mycotic patients, 
we found that when they were recovering from 
Trichophyton skin infections, the amount of 
fungus in the lesions decreased and the mosaic 
fungus increased. For this, and for other reasons, 
we concluded that the mosaic fungus is a fungus 
product. A paper from this laboratory contain- 
ing additional evidence to support this view has 
been published recently. 
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The second observation emphasizes the variety 
of clinical types of infection due to one and the 
same species of fungus. We found that the com- 
mon fungus Trichophyton mentagrophytes, ac- 
quired by farmers from infected cattle, produces 
in man three clinical types of ringworm. These 
are: acute vesicular lesions of the glabrous skin; 
chronic scaly, sometimes vesicular lesions of the 
feet; and pustular, boggy, nodular lesions of the 
beard with hair infection. 

Again, the common Microsporum canis, ac- 
quired by children from infected pets, which 
usually causes inflammatory lesions on the scalp, 


‘has been found in Alberta to produce occa- 


sionally non-inflammatory lesions. These are in- 
distinguishable from the lesions caused by M. 
audouini. Since M. audouini infections, unlike 
those of M. canis, are epidemic, and are treated 
by epilation, it is essential to make a mycological 
as well as a clinical study of the dermatophyte 
involved. 

During our collaboration over the years ob- 
servations were made which had some influence 
on the classification of dermatophytes. Because 
the taxonomy of the dermatophytes was in a con- 
fused state, Dr. N. F. Conant of Duke University 
had attempted to bring some order into the 
genus Microsporum, by measuring hundreds of 
spores from different strains. On this basis he 
suggested six species, for example; M. canis, 
isolated originally from the dog, M. equinum, 
from the horse, and M. simia, from the ape. Our 
observations in Alberta, however, showed that 
there was more difference in spore length be- 
tween young and old cultures derived from the 
same patient than had been found between the 
so-called species. 

It was partly on the basis of this Canadian 
work that Conant finally reduced the number of 
his species of Microsporum to three, M. canis; 
M. audouini; and M. gypseum. The three species 
set up in the simplified classification are com- 
monly accepted today. 

All these observations were concerned with 
the fungi that cause superficial mycoses in man, 
a study that occupied us during the earlier years. 
Later our interest was directed to the fungi that 
cause deep mycoses resembling tuberculosis. In 
1946 work on the systemic fungi was made pos- 
sible for the next three years by a grant awarded 
to Dr. Orr from the Division of Medical Research 
.of the National Research Council of Canada. 
Due to an increasing load of clinical and admin- 
istrative responsibility, Dr. Orr was unable to 
take much active part in these further researches, 
but his interest remained as active as ever. 

Surely the most fitting tribute to any man is 
to show that he leaves some permanent achieve- 
ment behind him. Although the establishment of 
the study of medical mycology was only one of 
Dr. Orr’s many activities, yet he has left it on a 
firm foundation in this province and its future 
seems assured. 
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INTRANASAL OXYGEN DURING 
OPEN ETHER ANAESTHESIA 


M. ALEXANDROFF, M.D., 
St. Catharines, Ont. 







IN GENERAL PRACTICE it has often been my 
duty to give anesthesia for tonsillectomies. 
These anzsthesias have been found best given 
by open ether for the E.N.T. men and also for 
the part time anesthetist. It was noticed that in 
many of the cases following the removal of the 
tonsils and at the end of the anesthesia the pa- 
tient was shocked, cyanosed, sweating, had a 
weak pulse and generally had a complete upset. 

It was then decided to try giving oxygen along 
with the ether. This was tried under the open 
ether mask, but was discarded because it seemed 
to have very little effect. 

Then the idea of poking a small catheter, 
about the size of a No. 8 French rubber catheter, 
into the nose, for approximately 114” in the 
adult and about °4” for the child, was struck 
upon and the idea was then followed both in 
the operating room and by the nurse in the 
recovery room, Approximately 214 to 3 litres of 
oxygen were delivered per minute from an 
oxygen tank which was standing beside the pa- 
tient. The oxygen bubbled through a jar of 
water and then ran out through this small 
catheter, after having several adapters applied 
to bring it to the connector of the bottle. During 
the operation it was noted that after the induc- 
tion point had been passed in the anesthetic 
oxygen would be started and the pallor which 
had existed previously and the sweating, poor 
pulse, and poor breathing now disappeared. The 
colour was good and at no time was there any 
cyanosis. 

Following the operation, it was found first, 
that the time to come out of the anzsthetic was 
cut by at least one to two hours; second, that 
vomiting might occur once, certainly not more 
than that; third, that the patient showed no signs 
of shock; fourth, that bleeding was cut to a 
minimum and the whole general picture was 
that of a patient who had undergone only a 
minor procedure. 

This procedure was so well received by the 
patients and by the doctor that it was decided 
that it should be continued henceforth. This has 
been holding true now for approximately 114 
to 2 years and several of the other doctors in 


_ transportation system, run largely by volunteer 
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the City of St. Catharines have taken up the 
same policy and have found the same good 
results. 

This is brought forward for the attention of 
other general practitioners who are doing part 
time anesthesia, hoping that it will help them to 
deliver a better anzesthetic and help the patient 
to recuperate more quickly from the anesthetic 
effects. 


CANADIAN ARTHRITIS AND 
RHEUMATISM SOCIETY 
B.C. DIVISION 





C. E. ROBINSON, M.D., C.M., F.R.C.P.[C.], 


Vancouver 


[The following is an abstract of a paper read 
at the Meeting of the Canadian Rheumatism 
Society at Banff in June 1952. It deals essen- 
tially with the expanding medical program of 
the Canadian Arthritis and Rheumatism Society 
in British Columbia since 1949.] 


In June, 1947, the Annual Meeting of the 
Canadian Rheumatism Association passed a 
resolution which resulted in a conference of 
various authorities interested in arthritis and 
rheumatism. In March 1948, the Canadian Ar- 
thritis and Rheumatism Society was incorporated 
—a national voluntary agency to further the fight 
against rheumatic diseases. 

In 1949, the B.C. Division of this Society 
began its active operations: and has continued 
to expand since that date. There are now 14 
treatment units throughout the province; pro- 
fessional staff includes two physicians, 18 
chartered physiotherapists, one medical social 
worker, and two registered nurses. 

The Special Committee on Arthritis and 
Rheumatism of the C.M.A.—B.C. Division acts 
as the medical advisory committee to the pro- 
vincial C.A. & RS. division. Each . branch 
throughout the province has local medical mem- 
bers of that committee on its executive. 

The first steps in improving diagnostic and 
treatment facilities were: (1) opening up new 
arthritis clinics and improving the services in 
already existing clinics; and (2) supplying proper 
physiotherapy treatments in hospitals, clinics and 
homes. Since the problem is so imposing, an at- 
tempt is made to help the family doctor treat his 
patients rather than attract arthritic patients to 
special clinics. The latter are chiefly for problem 
cases and the low-income group who have diffi- 
culty getting treatment otherwise. 

Physiotherapy procedures are kept as simple 
as possible with emphasis on remedial exercises. 
A special feature is the mobile unit which takes 
physiotherapy treatments into the home of 
immobilized patients. An adjunct to this is a 
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drivers, by which many patients can be brought 
to physical medicine departments. In a recent 
twelve-month period, 1,200 new patients were 
given physiotherapy treatments; about 14% of 
treatments were on the wards, 37% in the homes, 
and 49% in physiotherapy departments. 

Subsequently, a nursing service was organized 
in the Vancouver area where the population 
density makes this feasible. Our nurses work 
under medical supervision both in clinics and in 
the homes, giving gold injections, taking blood 
samples, making resting plaster splints, etc. An 
average of 50 to 60 patients are carried on 
chrysotherapy and, on low-dosage, long-term 
therapy, the incidence of toxicity has been 
negligible. 

A social service department was started about 
a year ago, chiefly because of inadequate case- 
work facilities in hospital departments. The im- 
portance of medical social casework cannot be 
overstressed in the management of the average 
rheumatoid arthritic. It is our opinion that case- 
work and job planning or placement should be 
carried through by one worker rather than 
divided between two individuals. Every effort is 
made to use existing community resources, such 
as the National Employment Service, rather than 
creating a duplicate job-finding agency. 

Early in 1951, the B.C. Division, C.A. & R.S., 
inaugurated a clinical research project to in- 
vestigate the value of the newer drugs in the 
treatment of rheumatoid arthritis and rheumatic 
fever. A total of 89 patients have been given 
cortisone, ACTH or hydrocortisone under this 
project. Forty-five have rheumatoid arthritis, five 
being juvenile cases, and the remainder had 
acute rheumatic fever. In the latter group, the 
emphasis will be on surveillance to determine 
the incidence of permanent valvular damage. It 
is too early to make any definite predictions as 
to the results. In the arthritic series, an assess- 
ment of the value of cortisone, ACTH and 
hydrocortisone as an aid to rehabilitation is the 
chief aim. Both continuous and intermittent 
régimes are being used. Generally speaking, it is 
felt that rehabilitation can be aided cr speeded 
up, in many cases, principally because the anti- 
rheumatic action of the drugs renders remedial 
exercise therapy more effective. Some cases can 
be maintained successfully on an intermittent 
type of drug therapy, which results in fewer side 
effects and is less expensive. Many on continuous 
therapy can be carried for long periods of time 
if the disease is not tco severe and hence the 
suppressive dose is not too high. 

Rehabilitation of certain selected arthritics 
has been expedited in the past year by C.A. & 
R.S. staff using the facilities of the Western 
Society for Physical Rehabilitation. Both resident 
cases and out-patients are treated at this institu- 
tion, which has an excellent physical medicine 
department, including a large hitheney unit. 
An average of 10 to 12 resident arthritic patients 
can be accommodated at this Centre. Of these, 
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8 are underwritten by the B.C. Division, C.A. & 
R.S., and 3 are financed by the provincial Social 
Welfare Branch and the municipality in which 
the patient lives. 

Whereas this Centre does not fill the need for 
hospital beds, of which there is a great shortage 
for long-term cases, it does serve a useful func- 
tion in the final stages of the complete treatment 
of rheumatoid arthritis. 





THE BLOOD TRANSFUSION 
MONITORING DEVICE* 


HERBERT SCHWARZ, M.R.C.S.(Eng.), 
Montreal 


THE BLOOD FLOW from the transfusion apparatus 
to the patient is subject to certain unexpected 
alterations, such as may occur when the needle 
is blocked, or the needle slips out of the vein, 
stoppage of flow because of an air-lock, altera- 
tions in the rate of blood flow due to changes in 
temperature, mechanical imperfections of the 
regulating tap, or when the state of shock has 
passed and blood is entering at a faster rate. 

In some transfusions time is not very im- 
portant, and the liquid is allowed to flow to the 
patient at a convenient rate. In other trans- 
fusions timing is very important, and it has been 
the staudard procedure to have a nurse, or any- 
one else, skilled in the art to inspect the various 
patients from time to time, and to determine 
whether the flow is proceeding at the required 
rate by counting drops in the visible portion of 
the apparatus for a short interval of time. 

Such a method has its obvious disadvantages 
at a time when there is a shortage of the super- 
vising staff or when multiple blood transfusions 
are required as this necessitates frequent inspec- 
tion of patients receiving the transfusion, more- 
over it offers no guarantee that the blood flow is 
proceeding at the required rate when the pa- 
tients are left alone. 

To overcome the principal disadvantages re- 
ferred to above, an apparatus has been designed 
to provide a device which requires a minimum 
supervision of patient receiving the blood trans- 
fusion. 

The main object of this invention is to provide 
a device wherein the flow of liquid to the pa- 
tient may be observed or otherwise indicated at 
a distance remote from the patient without the 
necessity of any complicated apparatus, and also, 
to provide a system by means of which the pa- 
tient can communicate himself directly with the 
nurse or orderly in charge of the transfusion. 
Furthermore, it provides for a plurality of trans- 
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fusions to be monitored simultaneously by a 
single nurse or orderly. 


The apparatus is convenient to use in hos- 
pitals or anywhere else, it requires no steriliza- 
tion, and is constructed of parts which are easily 
obtainable and low in cost. Other objects of 
this device will be apparent from an examination 
of this transfusion specification and the accom- 
panying drawing. 

A preferred embodiment of the invention may 
consist briefly of a means for allowing the blood 
or other liquid to fall in the form of drops as it 
passes to the patient, and in combination there- 
with, a sound-sensing means whereby the sound 
of such drops falling may be remotely observed, 
through suitable amplifying and _ indication 
means. 


DIAGRAM 
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Fig. 1 


In the accompanying drawing a supply bottle is 
shown at 1 from which blood or other liquid flows to 
the patient. Supply bottle is connected by tube 2 to 
tube 3 whence connection is made to the patient. 

Tube 3 has an enlarged portion shown at 4, and 
within that latter there is provided a nozzle shown at 5. 
A tap 6 controls the flow to nozzle 5. It is apparent 
from the accompanying drawing that tap 6 may be 
adjusted so that the liquid in question may be caused 
to fall in drops in the enlarged portion 4 of tube 3. 
Such drops are denoted by 8. 

As the drops 8 fall, they produce minute splashes 
which, while inaudible to the human ear, may be sensed 
by means of a microphone. For this latter purpose, a 
microphone shown at 9 is accordingly clamped on to the 
enlarged portion 4 of tube 3 in any suitable manner. 

In addition to its use for the purpose described, the 
microphone 9 may be used by the patient to com- 
municate vocally through the loudspeaker referred to 
below. 

Microphone 9 is connected to amplifier 10 by means 
of a suitable connection which is indicated by 1l. A 
loudspeaker shown at 12 could be attached to amplifier 
10 by means of a suitable connection shown at 13. The 
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intermittent sounds produced in the loudspeaker 12 
indicate the rate of blood drops entering the transfusion. 


It should be understood that the transfusion invention 
is not limited to the use of a loudspeaker or any sound- 
pevcaciog means, and, for example a light 16 could 

e easily provided instead of a loudspeaker 12. The 
flashes of light would indicate the falling of drops in 
enlarged portion 4. 


Another indicating means which can be used is a 
counter, which is shown at 14, capable of being attached 
to amplifier 10 by means of connection 15. 


When a counter is used, the sound impulses picked 
up by microphone 9 may be converted into electrical 
impulses which in turn move a suitable hand to indicate 
the number of drops falling during a given period. 


From the above description and drawing it 
will be realized that the transfusion apparatus 
with its attachable monitoring device herein de- 
scribed provides for a simpler and more effec- 
tive supervision of patients receiving the blood 
transfusion; that even minute alterations in the 
rate of blood flow can be detected with great 
accuracy with the patient not under direct ob- 
servation; that a number of blood transfusions 
can be monitored simultaneously, resulting in 
the economy of the supervising staff, and that by 
means of a loudspeaking device incorporated in 
the apparatus itself, the patient can give warn- 
ing immediately of any reactions or untoward 
complications occurring during the blood trans- 
fusion. 





CONFUSED NOTIONS OF MENTAL 
ILLNESS REVEALED BY SURVEY 


The public’s ideas about mental illness are confused, 
ill-defined and contradictory, according to a nationwide 
survey conducted by the National Opinion Research 
Centre of Chicago University and sponsored jointly by 
the National Association for Mental Health and the 
federal government’s National Institute of Mental Health. 

A preliminary report of the survey’s findings, given 
November 19 in New York City at the annual meeting 
of the National Association for Mental Health by Shirley 
A. Starr, Ph.D., senior study director of the opinion 
centre, indicated that the greatest misunderstanding was 
with regard to neuroses. The tendency, said Dr. Star, is 
to make a moral problem of the neuroses rather than a 
medical one, simply because the average neurotic ap- 
pears to be an average man. 


It is a common belief, Dr. Starr said, that the neurotic 
can help himself and should be subject to condemnation 
if he dent On the other hand, the seriousness of 
psychosis is exaggerated and the competence of laymen 
to understand or concern themselves with its treatment is 
denied. Such attitudes, she said, have their foundations 
in superstition, fear, and taboo. 

Some of the most common misconceptions about 
mental illness, according to Dr. Star, are (1) the idea 
that a minor mental or emotional illness inevitably turns 
into psychosis, (2) the belittling of any disturbance short 
of psychosis, (3) the idea that unless a person collapses 
he is not mentally or emotionally ill, (4) the doctrine 
that individuals can control their actions and so should 
be accountable for them, and (5) the belief that if a 
person does irrational things or has irrational notions, it 
is a direct result of specific experiences earlier in life— 
that the paranoid, for example, has at some time actually 
been the victim of persecution or injustice. 
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EDITORIAL 


GAMMA GLOBULIN IN POLIOMYELITIS 


The possible value of gamma globulin in pre- 
venting poliomyelitis, or lessening paralysis from 
it, is receiving close and widespread attention. 
So far the most significant reports are those 
presented at the American Public Health Asso- 
ciation Meeting in October 1952, by Dr. W. 
McD. Hammon and associates.* 

As a general observation it was noted that in 
the dosage employed the use of gamma globulin 
as a prophylactic agent in the paralytic form of 
poliomyelitis is encouraging. In the trials ap- 
proximately 55,000 children were studied, one- 
half receiving injections of the gamma globulin, 
the other half, as controls, receiving gelatine in- 
jections. 

In a preliminary review of the results, 90 
children in the total group were found to have 
contracted paralytic poliomyelitis at some time 
after the date of injection during the follow-up 
period of 30 days. Of these, paralysis occurred in 
26 of those receiving the globulin while in the 
control group 64 were affected. From the second 
through the fifth week, 6 of the gamma globulin 
group showed paralysis while 38 controls were 
so affected. 

According to Dr. Hammon, analysis of these 
patients on the basis of the type of injection used 
showed that significant protection was conferred 
by the gamma globulin. During the first. week 
after injection there was no significant reduction 
in the number of cases in the group receiving 
gamma globulin, but the severity of paralysis ap- 
pears to have been mcdified. From the second 
through the fifth week highly significant protec- 
tion was demonstrated. 

Although these findings are encouraging it 
should be emphasized that a final evaluation of 





*J. A. M. A.,.150: October 25, 1952. 
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the trials will come only after more intensive 
follow-up and laboratory and statistical analyses, 
as well as the conduct of further field studies. 
This demonstration of the usefulness of 
gamma globulin in poliomyelitis brings up the 
serious problem of materially increasing the 
available supply of the blood fraction. To con- 
sider all aspects of the problem, a conference of 
public health and research experts was held 
recently in Ottawa under the chairmanship of 
Dr. G. D. W. Cameron, Federal Deputy Minister 


--of Health. 


As a fundamental point the conference agreed 
that at this time undue optimism should not be 
stimulated but that final judgment should be 
reserved until the preliminary observations have 
been properly evaluated and confirmed. It was 
recommended, however, that every effort should 
be made to increase the available supply of 
gamma globulin. Steps have been taken for its 
production at the Connaught Medical Research 
Laboratories, Toronto, which has scientific per- 
sonnel familiar with the complex processes in- 
volved. A grant of $67,000 from the Federal 
Public Health Research Grant has been allotted 
to assist in this project. 

In spite of the most prompt action in con- 
structing production facilities, purchasing and 
obtaining delivery on technical equipment, de- 
veloping processing procedures, and _ training 
personnel for the purpose, only a_ limited 
quantity of the blood fraction can be produced 
by mid-summer. Inquiries have revealed that a 
similar situation exists in’ the United States, 
differing only in the magnitude of the amounts 
involved. The American Red Cross, which has 
been responsible for the collection of blood for 
transfusion purposes and other agencies have 
clearly indicated that they cannot produce the 
amount of gamma globulin which would fulfil 
the estimated requirement, but they too are 
attacking the problem in an effort to increase 
the available supply. 

In Canada, the estimated production will be 
totally inadequate so far as any broad program 
for its use in poliomyelitis is concerned, and it 
was recommended that clinical trials using the 
limited supplies to be available be carried out 
in certain localities as indicated by the number 
of polio cases which develop. It will thus be 
necessary to direct the material to those areas 
where. the incidence of cases appears to be 
greatest and in which facilities for use and sub- 
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sequent study of the treated individuals and con- 
trols will be available. 

On the recommendation of the conference an 
Advisory Committee is being formed for the 
purpose of directing the distribution of the 
limited supplies of gamma globulin and deter- 
mining the location in which practical trial 
studies will be conducted. 

Pending the results of these trials and other 
studies being carried on in the United States 
opinion should be reserved on the true value of 
gamma globulin in the prevention of paralytic 
poliomyelitis. The performance of properly con- 
trolled field and clinical studies will best pro- 
vide the answer to this question. 

A.H.N. 





WINNIPEG 


Winnipeg, ideally situated, the geographical 
centre of Canada, and the gateway to the east 
or to the west, will be the locale of our Annual 
Meeting this year. Along with its modern build- 
ings, its wide well-lit thoroughfares and beauti- 
fully-planned parks, its many fine hospitals, first- 
rate medical school and its clinics, Winnipeg has 
a proud history and a wealth of historical 
associations. 

Not many of us realize that Manitoba has been 
under one flag longer, second to Newfoundland, 
than any other extensive part of the continent 
of North America. The British flag has flown over 
Northern Manitoba since the adventurous days 
of the early 17th century when early explorers 
like Henry Hudson found such irresistible attrac- 
tion in northern waters. This laid the corner stone 
of a vast trading empire and in 1670 a charter 
was granted to “The Governor and Company of 
Adventurers of England trading into Hudson’s 
Bay.” 

The opening of the Canadian West is certainly 
closely linked with the story of La Verendrye. 
In 1727 the Governor of New France sent him 
from civilized Quebec to take charge of the fur 
trade at Lake Nipigon. It took him eleven fight- 
ing years to reach the now famous junction of 
the Red and Assiniboine Rivers. In St. Boniface, 
across the Red River from Winnipeg, a monu- 
ment stands near the spot where, on September 
24, 1738, he, the first white man, viewed and 
walked the ground of Manitoba’s present Capital 
city. Also in St. Boniface, in the churchyard of 
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the Cathedral, you san see a tombstone which 
says simply “Louis Riel, died November, 1885.” 
Today Riel is considered by many one of the 
heroic, almost legendary figures in the history 
of the Canadian West. Although considered a 
rebel by some, Riel’s contribution to the growth 
of the West was very great. 

The real opening of the Canadian West is 
closely linked with our transcontinental railway 
system. The first locomotive to arrive in’ Winni- 
peg, “The Countess of Dufferin” C.P.R. No. 1 
locomotive, now stands freshly painted just out- 
side the C.P.R. station in Winnipeg. It is interest- 
ing to note that this engine did not come to 
Winnipeg on rails. It was brought up the Red 
River on a barge, towed by the steamer Selkirk. 
The Countess laid the foundation for extending 
lines of transportation both east and west to 
advance the mode of travel until today we can 
see in Winnipeg one of the most extensive rail- 
way yards on this continent, through which pass 
thousands of passengers and thousands of tons 
of freight every day—forever adding to progress 
in Canada. 

On your tour of the city you should make a 
point of visiting the majestic Legislative Building 
in “the heart of the Province.” Constructed of 
the famous Tyndall stone, quarried some 30 
miles north-east of Winnipeg, this building is a 
most impressive piece of architecture and recog- 
nized as one of the finest of its type on the con- 
tinent. Historic Fort Garry. Gate stands in the 
shadow of the modern Fort Garry Hotel. St. 
Andrew’s Church, the earliest known church in 
Western Canada, stands on the west bank of the 
Red River a few miles north of the city; a few 
more miles will take you to Lower Fort Garry, 
the fortified early trading post. A well-recom- 
mended visit is to the Historical Exhibit of the 
Hudson’s Bay Company, located on the 4th floor 
of the store. This contains the finest private 
collection of its type in Canada. 

If you wish to learn something of Manitoba’s 
early natural history youll benefit by visiting 
the Province’s Museum located in the Audi- 
torium, just two blocks north of the Legislative 
Building. This museum has concentrated on ex- 
hibits from Manitoba and North-Western Can- 
ada, making it both an education and a pleasure 
for visitors. Here you can learn something of the 
birds, animals, Indian tribes and other early 
peoples who were native to the West. A.H.N. 


x 
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Editorial Comments 


THE Stupy OF ARTERIOSCLEROSIS 


The American ‘Society for the Study of 
Arteriosclerosis held its Sixth Annual Meeting 
in November last, with a two-day program. A 
total of 52 papers was presented, 22 of them 
being read by title only. 


On looking over this program and the abstracts 
of the papers, one is struck by the wide scope 
of the studies. Many of the papers were on 
animal experimentation. For example, the pre- 
vention of hypercholesterolemia in the chol- 
esterol-fed rabbit was shown to be feasible by 
feeding a compound that unites with cholesterol 
in the intestine and prevents its absorption. The 
development of experimental atherosclerosis was 
prevented by this means. But the application of 
these methods in man is not nearly so simple. 
Another paper described’ techniques for observ- 
ing early stages of development of athero- 
sclerosis in rabbits, and it is hoped thus to resolve 
some of the problems of the early stages of the 
disease. The réle of cestrogens in the metabolism 
of cholesterol was one of several papers both 
experimental and clinical which dealt with the 
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endocrine influences. The anatomical aspects of 
atherosclerosis, particularly in the carotid arteries 
—a hitherto incompletely examined area; the 
distribution of arterial vasal vasorum; were given 
attention. Chemical factors, enzymes, the effect 
of drugs experimentally; purely clinical studies 
of dietary, medicinal, psychological and_hor- 
monal conditions; all these were considered. 

There will not be found in this assembly of 
contributions any attempt to sum up our present 
knowledge and views on arteriosclerosis. One 
paper bore the general title of Management of 
Atherosclerosis, which might well have been 
looked on as one of the main objects of the 
studies. But nothing was brought out either in 
this particular contribution or in any of the 
others, to show that any definite plan can yet be 
accepted as being effective in preventing arterio- 
sclerosis. Its treatment on dietary lines is of 
course the subject of widespread research, but 
both time and the most careful analysis of results 
from it are required before the many factors in- 
volved can be properly assessed. 

The work of a Society such as this is extremely 
valuable, both in what it accomplishes, and in 
serving to screen out what may be too readily 
accepted on only superficial grounds. 
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MEN AND BOOKS 
JEAN FERNEL 


MALCOLM H. V. CAMERON, M.B., 
F.R.C.S.[C.], Toronto 


FouR HUNDRED YEARS AGO the scientific world 
was without form and void. The spirit of 
Aristotle and Galen brooded over the waters and 
Man, the microcosm, stood in the centre of the 
nine-fold shell of the macrocosm. 

The new learning was slowly spreading across 
Europe but, in France Duns Scotus, one of the 
nineteen Scots who, at one time or another was 
rector of the Sorbonne, was resisting its advance. 
The scholarship of the time paid no attention to 
science. Aristotle had settled all the problems 
and Hippocrates, elaborated by Galen, was the 
ultimate authority in medicine. Astrology had 
not yet become aware of astronomy and had yet 
a hundred years to dominate and, even later, to 
modify medical practice. Alchemy lived in its 
secret laboratories and its votaries recorded their 
experiments in code lest their researches might 
be used by rivals, as they all sought for a method 
of transmuting base metals into precious gold or 
of discovering the seed out of which gold should 
grow. Avarice was the motive of all their labours. 
Magicians, despite the anathema of the church, 
were feared and respected by both the learned 
and unlearned. 

Chemistry was not yet conceived, much less 
born. Astronomy had just begun its feeble 
infancy and was left an orphan when its author 
died. Galileo was not yet born. Bombastus the 
Paracelsus was defying Galen by advocating 
mercury as a treatment for the endemic disease 
which had been given its new name in 1530 by 
Frascatorius who coined the term syphilis from 
“sus” and “philos” to indicate its beastliness. At 
the beginning of the sixteenth century the 
science of medicine had shrunken into a mummi- 
fied corpse. In fifty years it began to show signs 
of returning life and I propose to introduce to 
you a man prominent among those who had to 
do with its revivication—Jean Fernel of Paris 
(1495-1558). 

My interest in Jean Fernel was awakened by 
reading the Gifford lectures of 1935 delivered 
by Sir Charles Sherrington, the subject being 
Man on His Nature. These lectures constitute a 
profound study of the evolution of man, and 
Fernel is used as an exponent of the most ad- 
vanced ideas prevailing in the first half of the 
sixteenth century. To Fernel there was no such 
thing as evolution either of body or of mind. “Sol 
et homo generant hominem” was his conclusion. 
Forty days after conception the human fetus was 
prepared to receive the soul as taught by the 
Church, or the innate heat which came from the 
heavenly places and controlled every thought 
and action until it left the body and returned to 
its source. This idea was accepted without ques- 
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tion until Descartes, a hundred years later, 
argued that muscles moved by impulses origi- 
nated in the body itself. Harvey’s discoveries 
confirmed the theories of Descartes. 

Evolution of mind is another matter. Sherring- 
ton believes it but is unable to demonstrate it. 
Sir Russell Brain in his book issued last year— 
Perception, Mind and Science—has to conclude 
that mind cannot be explained by physiology. 
The B.B.C. lectures of last summer on Science 
and Religion fail to demonstrate mind as a 
physical process despite the wonderful studies in 
cybernetics which have produced the marvelous 
computing machines in which memory is 
mimicked and the most complicated mathemati- 
cal problems are solved. Brain cannot concede 
to electronics the process of perception much 
less the formulation of concepts and ideas. 


Sherrington wrote a biography of Fernel based 
upon a short account written by Plancy ten years 
after Fernel’s death and an essay by Jean Gaulin 
(1728 to 1799). Plancy lived in Fernel’s house 
for ten years and was his profound admirer. 

Fernel was born, according to Gaulin’s esti- 
mate, in 1495. His family derived from Amiens 
but his father lived in Montdidier and the son 
got his schooling in Clermont. In the titles of the 
books he wrote he is “Ambianus” or from Amiens. 
With the full approval of his father and the 
doubtful acquiescence of his mother he entered 
the College of St. Barbe. This was a progressive 
centre and was one of the sixty-eight colleges in 
the University of Paris that were founded before 
1500. It dates from one hundred years earlier. 
The head of the college was Jacques Govea 
whose son André succeeded him. Montaigne 
refers to André, then in Bordeaux, as the greatest 
teacher in France. St. Barbe numbered among 
its students in Fernel’s time Ignatius Loyola and 
John Calvin, Sherrington makes only brief allu- 
sion to the latter, merely mentioning him as 
being a student, and the remark “later he became 
a protestant”. Loyola was under a vow of 
poverty and had rather a hard time of it. St. 
Barbe was, perhaps, progressive but in view of 
what is to follow it does not seem to have 
excelled. 

The Sorbonne was the citadel of the Church 
in the community of colleges. It felt the stirrings 
of the Humanist movement to the extent that 
in 1470 it imported two printers and published 
a few books as contributions to the new learning. 
A year later the rector was called away, the 
publications did not pay and the printers set up 
business on their own account in Rue St. Jacques 
which, in the next fifty years became the street 
of the publishers some of whom like Colines, 
came to rival the great Aldine press in Venice. 
They were early imitators of Aldus in making 
books smaller than the folio size of most in- 
cunabula. 

Successive rectors, notably Duns Scotus, re- 
sisted the new learning as a threat to their estab- 
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lished teaching of divinity. Just how far St. Barbe 
was liberal in its ideas is hard to say but it could 
not have been to any great extent. The advance 
in humanism was fostered, not in the universities 
but.in the courts of princes and nobles. In 1530 
Francis I of France created the Royal College 
and in it were chairs of Greek and Hebrew. 
Science was not a university concern at all ex- 
cepting for mathematics, and this included 
astrology. The humanist movement did nothing 
to improve this situation. 

Plancy is very bitter about the sort of teaching 
in the university and tells us that when Fernel 


was awarded a master’s degree in 1519 he felt: 


himself to have been but poorly educated. He 
refused a lectureship in St. Barbe and retired 
for fifty years to correct the fault. He read 
Cicero, Plato and Aristotle and began to publish 
books, none of which are now extant, on 
mathematics. He taught Destresby, a foremost 
scholar, mathematics in return for lessons in the 
humanities and, as a result, his writing improved 
in style and lucidity of expression. He was a 
“star gazer and invented an astrolabe which was 
improved by another man a little later. He 
taught a few pupils, among whom was Plancy. 
He lived this ivory tower existence until 1524 
when his father found it impossible to continue 
his support. He had married in the meantime 
and was spending his wife’s dowry on his hobbies 
when his father-in-law interfered. He was 
obliged to look for an occupation that would 
earn a living for himself. He discharged his 
instrument makers-and sold his equipment and 
then he was laid low by a quartan fever and had 
to go to the country for some months. This ex- 
perience determined his choice of medicine as a 
career. 

In 1526 he was enrolled as a student in medi- 
cine. He supported himself and his family by 
teaching and by publishing studies in mathe- 
matics which, of course, included astrology. 
None of these earlier works are now extant. He 
probably had his introduction to anatomy by 
attending the occasional public demonstrations 
of pre-Vesalian times but there would appear to 
have been opportunities for private dissections 
as well. Paré was practising embalming early in 
the second half of the sixteenth century and this 
is noted in such a way as to suggest that it was 
a common procedure. Fernel did not have to 
depend upon freshly strangled criminals for his 
material. King Francis I was interested in 
anatomy and, to settle a controversy as to the 
existence of the hymen in virgins, provided the 
body of a deceased nun to settle the dispute. 
Fernel evidently had ample opportunity for 
dissection. One of his notes reads “medulla 
spinalis cava est”. This seems to have escaped 
notice by Vesalius. 

Vivisection was done on occasion. Fernel ob: 
served that when the ventricle of the left heart 
was in. systole the aorta was in diastole. How 
nearly he escaped anticipating Harvey by a 


Canad. M. A. J. 
April 1953, vol. 68 


hundred years! Festus said to Paul, “much learn- 
ing hath made thee mad”. In Fernel’s case much 
learning had made him blind. He knew so well 
the function of the heart as it was explained in 
ancient texts that he invented another fanciful 
idea to explain the phenomenon he had ob- 
served. In 1552 Paré was using the ligature to 
control hemorrhage from spurting arteries but 
physicians were not to be taught by surgeons. 
Paré’s work was known because it was in 
answer to the fulminations of a physician who 
published an argument extolling the virtues of 
the cautery and the vices of the ligature that 
brought forth Paré’s famous reply in 1564. 
Fernel’s observation and Paré’s practice made 
the circulation of the blood a fact to any intelli- 
gent scientist who was aware of both. For want 
of such a scientist the world had to wait a 
century for Harvey. 

In 1530 Fernel graduated as a physician and 
began his practice in Paris. Prince Henry offered 
him an appointment as court physician but 
Fernel tactfully declined the honour. He became 
a keenly observant clinician. Gradually it 
dawned upon his mind that the progress of a 
disease often and, indeed, usually failed to cor- 
respond with the relation of the planets to one 
another at a given time. There was no violent 
repudiation of astrology. It just faded gradually 
out of his habits of thought. When Cardan on 
his way to Scotland visited him there was no 
heated argument. Cardan went on with his 
horoscopes and Fernel continued to disregard 
them. A century later Harvey and Sir Thomas 
Browne were still believers in astrology and a 
professional astrologer was a member of the 
Royal Society of England. 

Early in his practice Fernel conceived the 
idea of systematizing medical teaching and 
planned his work in seven volumes. The whole 
work was to be entitled De Naturali Parte 
Medicinze. The first of these volumes was on 
anatomy and it differed from the Fabrica of 
Vesalius, soon to appear, in having no illustra- 
tions. These would be, to Fernel’s way of think- 
ing, a disadvantage. The student would read the 
text and go to a cadaver to see for himself in- 
stead of poring over a drawing. The better the 
picture the worse for the student. This work pre- 
ceded that of Vesalius by two or three years but 
was promptly eclipsed by the latter when it ap- 
peared in 1543. 

The second volume gave its author a harder 
task. He wrote: “in passing from anatomy to 
physiology—that is the actions of the body—we 
pass from what we can see and feel to what is 
known only by meditation.” The scholar is back 
to his library and the scientist is on vacation! 

The meditation resulted in a restatement of 
the humoral theory. Cardan had rejected one of 
the four elements but Fernel clung to them all. 
The “fire” that Cardan had ‘eliminated was the 
innate heat that came from the sun to animate 
the brain and warm the heart. Fernel had put a 
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finger into a living heart and found it hotter than 
any other place in the body. Therefore he knew 
that the ventricles contained blood. “None are 
so blind as those who will not see!” 


He sought to make the old system more com- 
prehensible and succeeded in making it a little 
more complex. The four elements were vehicles 
for the four qualities. The temperaments resulted 
from variations in the proportion among the 
qualities. The four humours were the results of 
the elements and qualities and they determined 
the temperaments. Added to these were the three 
coctions. The first changed food into chyle. The 
second or great coction manufactured the blood 
and the third changed blood into flesh. It is in 
considering the second coction that Fernel has 
an inkling of fact and introduces a new function 
of the liver. He supposes fermentation as the 
process of turning chyle into blood. The blood 
flows outward by the veins and the tissues are 
endowed with a faculty of attraction by which 
they absorb blood by sucking it through invisible 
openings in the walls of the veins. 


It would be tiresome to pursue this elaborate 
hypothesis further. It is summarized in The 
Anatomy of Melancholy from Fernel and _ his 
commentators and makes strange reading. When 
Harvey proved the circulation of the blood 
Fernel’s physiology ceased to be authoritative. 
After its publication had reached a hundred 
editions it faded from the lists of textbooks in 
the schools of medicine in Europe. The path- 
ology however went on and on. It was revised 
thirty-six times in a century. Boerhaave held it 
as the best available treatise and the Dean of 
the Paris Faculty names it in 1660 as the standard 
text. The other volumes are not so well known. 
The therapeutics was not finished when Fernel 
died. 

To gain some idea of the daily life of our 
subject we quote from Plancy who apologizes 
for his hero by alluding to diagnosis by in- 
spection of urine as “the custom of physicians 
wrong and base as we must admit it was”. 


“Rising about 4 o’clock every morning he went from 
his bedroom to his library. Then he looked over some 
page of text of the ancient masters either because he 
did not feel satisfied about it or that he did not suffi- 
ciently remember it or in order to add something by way 
of commentary. After that, with the coming of daylight 
he went out to his public lectures or to visit his patients. 
Then_it was that urines were brought to him and he 
would inspect them. . . . Back again for his meal he 
would retire to his library while dinner was being pre- 
pared and, when dinner was over, returned thither again 
until the time for resuming his visits. It was the same 
vefore supper. After supper he returned to his study and 
lid not retire until 11 o'clock.” ; 


His wife persuaded him to buy a placé in the 
country but only once or twice a year would he 
retire there. He just worked an average of 18 to 
19 hours a day! 

Another quotation from Plancy throws some 
light upon the character of the man. 
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“When he was called to visit a man of parts, after he 
had diagnosed and prescribed, he liked—time and the 
state of the case permitting—to enter into talk with him; 
with a philosopher on philosophy, with a mathematician 
on mathematics, with a commander or a soldier on the 
sites of towns, the rivers on which they stand or engines 
of war and their invention, with a sailor on navigation 
and newly discovered lands, with a theologian on God 
and the things of Heaven, with a business man on com- 
merce. In these talks he would continue, as occasion 
offered, to bring forward some comforting assurance and 
fortify the patient’s hopes. And he would relieve a serious 
theme with touches of humour to lighten it. All this 
gained him respect and liking from everyone and he was 
esteemed a man of geniality and wit.” 


In the last two years of his life Fernel could 
not escape the consequence of his reputation. 
He was called to the court of Henry II. For a 
year Fernel marched with the king but never let 
a day pass without writing something on a medi- 
cal topic. He had completed his work on The 
Treatment of Fevers before the conquest of 
Calais allowed the King to return to Paris. With 
him came Fernel who, this time, took his wife 
with him. She did not bear the uprooting from 
her home. After a few days she developed a 
continued fever and on the twentieth day of the 
illness she died delirious and convulsed. Twelve 
days after the burial of his wife Fernel himself 
was laid low. The King saw to it that the best 
physicians gave their help but the patient him- 
self studied the case and prepared remedies. 
“And, by Hercules, on the seventh day the urine 
cleared and febrile Symptoms became less 
severe’ (Plancy). On the eleventh day the fever 
flared and the sick man, noting the bad state of 
the urine, gave an unfavourable prognosis. He 
had always been temperate. in his living and 
his urine was well diluted with water. For two 
years he had a sense of acidity in the mouth and 
throat which did not yield to any treatment. The 
diagnosis before he died on the eighteenth day 
of his illness was splenitis—“the humour gathered 
in the spleen at length heating and decaying 
produced an inflammation of that organ’. 
Autopsy confirmed the diagnosis, “for that organ 
(the spleen) was markedly swollen and was livid 
and greenish and, when cut with a scalpel, a lot 
of sanious matter as black as pitch came from it”. 

Physiology has come a long way from the 
strange conceptions of Fernel and the equally 
strange ideas of Descartes a century later. Des- 
cartes knew what we do not know—the function 
of the pineal gland. It acted as a floating valve 
to the third ventricle and it could be of use to a 
student. By sitting with the head bent forward 
the spirits in the ventricles flowed more freely 
and thought was facilitated. 

When the first republic of France was pro- 
claimed the endowments of the universities were 
confiscated and Les Ecoles de Santé set up in 
the year III of the new order which presumed 
for a time to date events from its bloody triumph. 
In our reckoning it was the year 1794. A medal 
was struck as a reward for distinction in the new 
course of medicine combined with surgery. The 
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obverse shows portraits of Fernel and Paré as 
typifying the flower of attainment in their re- 
spective fields in the history of medicine and 
surgery in France. - 

The known works of Fernel number 135 of 
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which some have been lost and many are very 
rare. There are examples in the library of the 
Academy of Medicine of Toronto. That he was 
widely read we may infer from numerous quota- 
tions in Burton’s Anatomy of Melancholy. 





ASSOCIATION NOTES 
TRANS-CANADA MEDICAL PLANS* 


E. C. McCOY, M.D., Vancouver 


Trans-Canada Medical Plans was conceived in 
Montreal in June, 1951 after a two day con- 
ference of representatives from several prepaid 
medical care plans across Canada, under the 
Chairmanship of Dr. C. C. White. Discussions 
had gone on for four years prior to this at annual 
meetings of representatives, but until 1951 an 
apparent sterility had been the result and in 
reviewing these meetings, the apparent cause of 
the sterility was a constant failure to be able to 
produce a plan which would have uniform bene- 
fits and uniform rates across Canada. 

In 1951 the thinking changed somewhat and 
it was decided to form Trans-Canada Medical 
Services to co-ordinate the activities of the 
various provincial schemes—but to retain pro- 
vincial autonomy—and not create a new super- 
scheme. Since June, 1951 there have been four 
Commission meetings and a meeting of the 
Executive Committee. These have been held in 
Montreal, Toronto, Edmonton, Banff and Saska- 
toon, respectively. A full time Director, Mr. 
Howard Shillington, has been engaged. The 
present coverage across Canada and the needs 
have been studied at considerable length, and 
much spade work has been done in attempting 
to get a more universal coverage. A constitution 
and by-laws have been worked out and revised 
with many revisions already made as need be- 
came evident. A “Dependents of service men 
Prepaid Care Plan” has been studied at length, 
and negotiations are in the preliminary stages. 

T.C.M.P. today consists of seven Prepaid Care 
Plans across Canada: other applications are 
pending and will be considered at this meeting. 
The total membership of the plans in T.C.M.P. 
at present is 984,358. During the past year, these 
plans paid out $15,394,075.68 for medical ac- 
counts so you can see that we are already pretty 
“big business”. These plans are all service plans 
and this is a point we wish to emphasize. 

To the best of my knowledge there are only 
five ways that medicine may be practised and 
paid for: (1) Private contract. (2) Indemnity 
plans. (3) Government sponsored plans. (4) Serv- 
ice contract. (5) Private practice. 


*Chairman’s address at the meeting of Trans-Canada 
Medical Plans in Montreal, January, 1953. 





In looking these over I think we all know most 
of their advantages and disadvantages. The 
private contract denies the free choice of doctor, 
which is one basic principle in which we believe, 
but it does work adequately in some small 
isolated communities. 

Indemnity plans certainly have a place but 
do not answer the people’s demand for complete 
coverage. Also, doctors don’t particularly favour 
indemnity plans on a large basis unless the 
doctors are adequately represented on _ the 
governing board, because if over 50% of the 
people in any area become covered, the doctors 
tend to lose control of the fee schedule. The 
schedule the company pays comes more and 
more to be accepted as the schedule. On a small 
basis this is not an important factor. They have 
a place, but certainly are not the full answer 
from either patient or doctor point of view. 


Government-sponsored plans have many ad- 
vantages and disadvantages and I need not out- 
line many of these for you. However, in most 
places that this type of plan has been introduced, 
the free choice of doctor has been lost, or at best 
there remains a restricted choice. Also the doctor 
tends to get involved in a lot of red tape and 
spends too much time filling in papers instead of 
practising medicine. Also it seems very hard to 
retain the proper doctor-patient relationship. 
Again, it usually becomes expensive. 

The service contract where the patient’s full 
bill is paid for—on as full a service basis as pos- 
sible—seems to approach more nearly what both 
patients and doctors desire. In working out such 
a scheme the service, as I mentioned, should be 
as complete as possible, getting rid of all ex- 
clusions, if possible, and paying the bills in full. 
If doctors believe what they say when they say 
people should be able to prepay for their medi- 
cal care, then it would seem realistic that this 
type of plan should be the objective. 

The fifth method is that of private practice 
with the patient paying his own bill. I'm sure 
many doctors would desire that this method re- 
main as it has been in Canada for many years. 
However, medical care is becoming very expen- 
sive with newer methods of investigation and 
treatment, etc. Also I believe one must face the 
fact that the world is changing, with resultant 
changing philosophies and changing standards 
of living; with a greater emphasis on security 
and collectivism and making as much of every- 
thing available to as many people as possible; 
with the cost spread over groups as a whole; in 
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other words, a socialistic trend. Hence, people 
want to prepay for medical care and not suddenly 
be faced with a financial catastrophe. I think the 
doctor who can’t see or understand this, must 
just have his head buried in the sand, and he 
had better get it out and realize that prepayment 
for medical care is coming whether he likes it 
or not—and that perhaps it would be better if he 
used his knowledge and ability to help plan in 
some way so that people could prepay. 

In other words, I think that private practice 
where the patient pays his own medical bill, 
much as it has many desirable features that are 
very difficult to achieve under any plan, is on 
the decline—and we might as well face that fact 
and help mould the new method. 


I have attempted to point out to you why the 
service plan is the best plan available, and that 
is why, under T.C.M.P., we are primarily co- 
ordinating service plans. We believe this will 
give what the people want and at the same time 
retain the patient-doctor relationship on a proper 
level. 

In trying to point out to you where we believe 
T.C.M.P. could play a large part in a national 
health insurance plan in Canada, one must at- 
tempt first of all to answer several pressing ques- 
tions and also outline what one means by health 
insurance. Certainly, many of those who today 
are discussing this problem across Canada know 
very little about it, but are attempting to play 
politics with health insurance; and one cannot 
help but feel that the provision of medical care 
is too personal a service to be brought into the 
realm of politics. Health insurance not only 
enables individuals to prepay their medical costs, 
but does this in such a way as to secure a wide 
pooling of risks and distribution of costs in much 
the same manner as any other form of insurance. 
Such questions as, “Should such a plan be 
voluntary or compulsory?” “Should it be run by 
government or by doctors?” “Should it be pro- 
vincial or national?” “How should it be paid 
for?”’—are all important questions that we should 
be prepared to answer before we can intelli- 
gently deal with the problem. 


I believe there are two main aspects to the 
provision of medical care. The first is the field of 
public health and preventive medicine on a com- 
munity basis; the other is the field of curative 
medicine which also involves preventive medi- 
cine on an individual basis. To have a proper 
health insurance plan, we must consider both of 
these fields. Curative medicine is the more ex- 
pensive part while public health and preventive 
medicine are much less costly. On the other 
hand, public health and preventive medicine on 
a community basis must be on a compulsory 
basis. From a public health point of view, there 
is not much sense in your being immunized 
against diphtheria if your neighbours aren't also. 
The only way in which such a compulsory 
scheme can be properly fitted into our way of 
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life is under government sponsorship, therefore, 
this part of medicine should properly be pro- 
vided by the government out of the tax dollar— 
personal contribution here is not necessary. Pre- 
vention cannot be properly done by individuals; 
it must be done by all. Individuals as individuals 
just arent sufficiently interested in prevention. 


On the other hand, individuals should be 
vitally interested in curative medicine. It is high- 
priced as stated before, and the individual must 
share part of that cost at least. This should be 
done on a voluntary basis, if we are to retain two 
of the basic principles which we believe to be 
essential; (1) free choice of doctor by the pa- 
tient, and (2) free choice of doctor to refuse any 
patient. I know of no compulsory scheme that 
does not interfere with one or both of these 
principles to a greater or lesser degree. However 
if any individual small group wished this to be 
compulsory for their group, they could have it 
so without interfering with the desires of the 
people as a whole to keep it on a voluntary 
basis. As a matter of fact under some plans at 
present compulsion is in effect, as it is a condi- 
tion of employment in certain groups agreed 
upon by management and unions. 


One frequently hears it remarked that doctors 
are against health insurance. They are not. They 
want health insurance. The Canadian Medical 
Association has gone on record as being in favour 
of it. They realize the need of it perhaps more 
than most laymen, as they are dealing with sick- 
ness continually. Quite rightly they do not want 
to become government employees, as they be- 
lieve a personal service like medical care must 
retain the above mentioned two basic principles, 
and as government employees it becomes very 
difficult if not impossible, to retain these two 
basic principles. 

If we accept the above, we next come to 
whether such a scheme should be administered 
by the Government or by doctors. I don’t believe 
it should be by either one alone. I don't believe 
the Government could administer it even on a 
voluntary basis without getting too much politics 
and red tape mixed up in it. I don't believe the 
doctors can administer it adequately because it 
is most important that the subscriber have a 
voice in the provision of his care. 

I believe the plan should be administered by 
a board composed of representatives of the two 
groups of people primarily involved—the con- 
sumer and the provider of the care, that is, the 
subscribers and the doctors both; such a board 
to be elected or selected from the two groups. 
Several plans in Canada now operate under such 
a system and operate very well. 


Next, we should consider whether such a 
plan should be provincial or national. I believe 
that it should be no greater than provincial at 
the outside. Centralization of such a scheme 
leads to more red tape and book work, and 
certainly doctors in Nova Scotia or B.C. are not 
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going to take the certain amount of regimenta- 
tion that must go with such a scheme, from some- 
one sitting at a desk in Ottawa, in the same way 
that they would from someone in Halifax or 
Vancouver. By the same token, the patient isn't 
going to accept rulings, etc., from one central 
office in the same way that he would from a 
provincial office, and more important, he isn't 
going to remain so much interested in keeping 
down the costs as he could if the scheme were 
on a more local basis. As a matter of fact, the 
more local it is the more interested he is in 
keeping down the costs. 


But there is a limit to how local the scheme ‘ 


can become and remain economical. I believe 
that provincial plans or plans of about that size 
are best. Another point here is that conditions 
vary tremendously across Canada as we have 
seen in our deliberations to date in T.C.M.P. 
Costs of living vary; different provinces have 
different types of government, some of which 
provide more medical care than others; also 
doctors’ fees vary as costs of living vary. Thus 
it is most difficult if not impossible to set a fee 
schedule for all of Canada that is fair. That is 
one place that indemnity schemes do have an 
advantage. They can do national coverage fairly 
readily because they pay only a certain amount 
toward a bill and the patient pays the rest which 
varies from province to province. Thus, I’m sure 
we are on the right track when we say these 
plans must be no larger than provincial. 


This now brings us up to where T.C.M.P. fits 
into this plan. Provincial schemes alone are not 
enough. People frequently move from one prov- 
ince to another—usually from any one of nine 
provinces to British Columbia!—and they should 
not have to lose coverage or undergo new wait- 
ing periods, etc. This is where T.C.M.P. fits in. 
It will co-ordinate these various provincial plans 
and allow subscribers to move from one to 
another, without loss of waiting periods and 
without loss of coverage. Also it provides a 
means whereby national employers can arrange 
coverage for employees in several provinces, and 
at the same time it will be working towards 
getting as nearly as possible a uniform type of 
coverage at possible fairly similar rates. 

At the present time, the various plans do not 
cover enough people: some will only take em- 
ployed groups, some will not take individuals. 
T.C.M.P., if it functions efficiently, will have to 
have all of its member plans enlarging their 
scope and making prepaid medical care available 
to all. 

You may now well ask, who will pay for this? 
There is no doubt that the subscriber should 
pay if able; it might be done in conjunction with 
employers in some cases if desired. However, 
the subscriber must pay at least part, or it be- 
comes too expensive. You do not get anything 
in life for nothing and if the subscriber is not 
vitally interested in the cost he will tend to 
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abuse it. Even when he is interested in the cost, 
he tends to use it more than he would if he were 
paying the doctor's bill in full; and that is why 
no government can estimate the cost of medical 
care in advance, regardless of estimates they may 
produce. Utilization is a big factor and we are 
just beginning to realize what it means. In B.C., 
for instance, under M.S.A., in 1945 one in 20 
subscribers used the service each month; in 1952 
one in 8 used it each month. This is one of the 
main reasons why such Plans must grow gradu- 
ally. The human element in such a personal 
service is impossible to estimate, and the human 
element is what makes or breaks the plan. 

For those who cannot pay at all the govern- 
ment must pay; as I’m sure all of us agree that 
we must look after our indigents. However, I 
believe the government should contribute these 
costs, but should not administer the plan. As 
Raoul Poulin, one of your very able parliamen- 
tarians from this Province said in November, 
speaking in the House at Ottawa on the problem 
of medical care which should be given to the 
needy, “I believe, speaking in all sincerity, that 
governments can strive to attain this goal with- 
out intruding into the field of medicine”. 

Canada is not a poor country. We can afford 
good medical care; we can afford the best medi- 
cal care, but we must make sure that what we 
get is good medical care without too much 
waste of money. 

This is where I believe T.C.M.P. could fit into 
a plan for national health insurance for Canada. 
I believe it would give us better medical care, 
better from both patient’s and doctor’s point of 
view, than any other plan in existence today, 
although I must admit that the U.S.A., after a 
lot of investigation and research, is now coming 
to strive for something that is not too unlike 
what we are trying to do in Canada. 


Now, coming to the fourth part of my remarks 
—what T.C.M.P. will do in the immediate 
future; much of this depends on decisions which 
will be made here in the next three days. 


We hope that you will agree with the sug- 
gested amendments to the Constitution and By- 
laws. We have now been operating over a year 
and many problems have arisen which we did 
not foresee a year ago—which have necessitated 
some fairly extensive changes. Mr. Shillington 
has engaged a lawyer to go over these with both 
him and your Executive, at considerable length, 
and we believe they are correct. 


We hope to widen the scope of T.C.M.P., and 
we have applications from other plans to con- 
sider, which we hope will be favourably received. 
We have many suggestions and proposals for 
getting closer to providing similar contracts in 
the various provinces and many of these have 
already undergone extensive study and review 
and we hope we will come closer to seeing eye 
to eye on many points of difference, because it is 
only thus that T.C.M.P. will progress. 
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Preliminary Program 


Canadian Medical Association 


EIGHTY-SIXTH ANNUAL MEETING 


WINNIPEG, JUNE 15-19, 1953 


President-Elect—Dr. Charles W. Burns, 
Winnipeg. 
General Secretary—Dr. T. C. Routley; Toronto. 


Deputy General Secretary—Dr. A. D. Kelly, 
Toronto. 


Arrangements for the Eighty-Sixth Annual 
Meeting are well in hand and active committees 
of the Manitoba Division are preparing for. the 
comfort, enjoyment and instruction of a large 
number of registrants. The General Council will 
meet in the Royal Alexandra Hotel on Monday 
and Tuesday, June 15 and 16, and a number of 
affiliated specialist societies will hold their meet- 
ings on these days. The scientific session will be 
held on Wednesday, Thursday and Friday, June 
17 to 19. The Annual General Meeting of the 
Association will be held on Wednesday evening, 
June 17. At this function Dr. Charles W. Burns 
will be installed as President, Senior Member- 
ships will be conferred and other items of a 
ceremonial nature will be transacted. The Annual 
General Meeting will be followed by the Presi- 
dent’s reception and a dance. 

The preliminary program of the scientific ses- 
sions is as follows: 


Wednesday, June 17 
ROUND TABLE CONFERENCES 


9.00 a.m. - 10.30 a.m. 


The Treatment of Thyroid Diseases. 
Dr. P. H. T. Thorlakson, Winnipeg (Chairman). 
Dr. Daniel Nicholson, Winnipeg. 
Dr. Stewart G. Baxter, Montreal. 
Dr. J. P. Gemmell, Winnipeg. 


Vertigo, Differential Diagnosis and Treatment. 
Dr. F. A. Macneil, Winnipeg (Chairman). 
Dr. Walter Alexander, Winnipeg. 

Dr. J. M. Kilgour, Winnipeg. 
Dr. Dwight Parkinson, Winnipeg. 

Epilepsy, Its Legal and Industrial Aspects. 
Dr. G. L. Adamson, Winnipeg (Chairman). 


Parachute Injuries. 


Dr. Alexander Gibson, Winnipeg (Chairman). 
Lt.-Col. A. S. A. Kerr, Camp Borden. 

Dr. D. M. Bruser, Winnipeg. 

W/C A. L. Bocking, Rivers. 

Major E. Karpetz, Winnipeg. 


GENERAL SESSION 


10.45 a.m. - 12.15 p.m. 


The Osler Oration. 
Dr. George S. Young, Toronto. 


Recent Concepts of the Genesis of Coronary Artery 
Atherosclerosis. 


Dr. John W. Gofman, Berkeley, California. 


Psychosomatic Problems in Ophthalmology. 
Dr. Edward P. Burch, St. Paul, Minnesota. 


Session A 
2.00 p.m. 


The Present Treatment of Pre-Eclampsia. 
Dr. C. C. Henneberg, Winnipeg. 


Acute Porphyria. 
Dr. Adrian Anglin, Toronto. 


Surgery and the Patient with Cardiac Disease. 
Dr. S. B. Thorson, Calgary. 


The Diabetic and His Disease. 
Dr. W. deM. Scriver, Montreal. 


Session B 
2.00 p.m. 


Treatment of Duodenal Ulcer by Vagotomy and 
Gastroenterostomy. 


Dr. K. R. Trueman, Winnipeg. 


Surgery in General Practice. 
Dr. W. B. Tufts, Outlook, Sask. 


Management of Civilian Disaster Casualties. 
Dr. R. A. Mustard, Toronto. 


Acute Abdominal Injuries. 
Dr. I. W. Davidson, Sudbury. 


Section of Ophthalmology and Otolaryngology 


2.00 p.m. 


Malignancies of the Nasal Sinuses. 
Dr. Walter Alexander, Winnipeg. 


The Assessment and Treatment of the Hard of 
Hearing. 
Dr. K. McAskile, Toronto. 


Ocular Manifestations of Thyroid Disease. 
Dr. C. M. Shafto, Calgary. 

Myopia. 
Dr. A. Lindsay, Winnipeg. 


Section of Radiology 


The Contrast Enema. 
Dr. J. W. Simpson, Winnipeg. 
Radiation Therapy in the Treatment of Testicular 
Tumours. 
Dr. R. Moffat, Vancouver. 
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Problems in Urological Radiology. 
Dr. E. W. Spencer, Saskatoon. 


Angiography in the Diagnosis of Intracranial Hamor- 
rhage. 
Dr. M. Kiernan, Winnipeg. 


Thursday, June 18 


ROUND TABLE CONFERENCES 


9.00 a.m. - 10.30 a.m. 


Antibiotics in Intra-Abdominal Infections. 
Dr. C. E. Corrigan, Winnipeg (Chairman). 
Dr. Walter McKenzie, Edmonton. 
Dr. J. C. Wilt, Winnipeg. 
Dr. C. W. Clark, Winnipeg. 
Dr. J. M. Kilgour, Winnipeg. 
Control of Fluid and Biochemical Imbalance in Surgi- 
cal Patients. 
Dr. Martin Hoffman, Montreal (Chairman). 


Useful Treatment Procedures in Dermatology. 


Dr. W. George Brock, Winnipeg (Chairman). 
Dr. G. E. Craig, Montreal. 

Dr. Norman M. Wrong, Toronto. 

Dr. Paul L. Rentiers, Edmonton. 

Dr. Ben Kanee, Vancouver. 


The Management of Stroke. 
Dr. L. G. Bell, Winnipeg (Chairman). 


GENERAL SESSION 


10.45 a.m. - 12.15 p.m. 
The Gordon Richards Memorial Lecture. 
Dr. Douglas Quick, New York. 
By Apollo. 
Dr. E. P. Scarlett, Calgary. 


The Fourth Dimension in Thoracic Surgery. 
Dr. R. H. Overholt, Boston. 


Session A 
2.00 p.m. 


Diarrheeal Conditions in Childhood. 
Dr. J. F. McCreary, Vancouver. 


Epidemic Jaundice. 
Dr. S. Mirsky, Ottawa. 


Recent Therapeutic Advances in Dermatology. 
Dr. L. P. Ereaux, Montreal. 


Hypothyroidism and Myxcedema. 
Dr. F. C. Heal, Moose Jaw. 


Session B 
2.00 p.m. 


The Problem of Dyspareunia. 
Dr. A. W. Andison, Winnipeg. 


Low Back Pain. 
Dr. Ian Macnab, Toronto. 


Postoperative Care in Prostatectomy. 
Dr. F. Pilcher, Calgary. 


Lesions of the CEsophagus. 
Dr. Ross Robertson, Vancouver. 


Canad. M. A. J. 
April 1953, vol. 68 


Section of Anzsthesia 
2.00 p.m. 
Anesthesia for Emergency Surgery. 
Dr. Marjorie Bennett, Winnipeg. 
Recent Advances in Pediatric Anzsthesia. 
Dr. H. M. Slater, Montreal. 


Anesthesia for Czxsarean Section. 
Dr. Marcia Wood, Winnipeg. 


Section of Historical Medicine 
2.00 p.m. 
The Monistic System in Medicine. 
Dr. S. Vaisrub, Winnipeg. 
Indian Medicine. 
Dr. G. R. Johnson, Calgary. 


Archibald Pitcairne. 
Dr. M. H. V. Cameron, Toronto. 


Subject to be Announced. 
Dr. J. C. Hossack, Winnipeg. 


The History of Food. 
Dr. W. A. Gardner, Winnipeg. 


Friday, June 19 


ROUND TABLE CONFERENCES 


Delayed Labour. 
Dr. O. A. Schmidt, Winnipeg (Chairman). 
Dr. Sam Kobrinsky, Winnipeg. 
Dr. Margaret Hutton, Edmonton. 
Dr. Henri Guyot, St. Boniface. 
Dr. D. C. McEwen, Regina. 


CEsophageal Lesions. 
Dr. D. S. McEwen, Winnipeg (Chairman). 


The Management of Poliomyelitis. 

Dr. J. A. Hildes, Winnipeg (Chairman). 
Dr. W. T. Mustard, ‘Toronto. 

Dr. J. D. Adamson, Winnipeg. 

Dr. A. J. W. Alcock, Winnipeg. 

Dr. J. K. Martin, Winnipeg. 

The Acute Abdomen in General Practice. 
Dr. V. F. Bachynski, Winnipeg (Chairman). 
Dr. W. F. Tisdale, Winnipeg. 

Dr. R. W. Whetter, Steinbach, Man. 
Dr. H. G. Hall, Toronto. 
Dr. Jack McKenty, Winnipeg. 


GENERAL SESSION 


10.45 a.m. - 12.15 p.m. 
The Prevention of Poliomyelitis. 
Dr. W. McD. Hammon, Pittsburgh. 
Cardiac Arrest in the Operating Room. 
Dr. S. M. Campbell, Toronto. 


anna on the Control of Infections in the New- 
orn. 


Dr. A. F. Hardyment, Vancouver. 


Session A 
2.00 p.m. 
The Clinical Use of Radioactive Isotopes and Paper 
Electrophoresis. 


Dr. J. Sternberg, Montreal. 


Subject to be Announced. 
Dr. C. G. Stogdill, Toronto. 
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Tumours of Infancy and Childhood. 
Dr. J. Hoogstraten, Winnipeg. 
The Care of Aging People. 
Dr. R. F. Farquharson, Toronto. 


Session B 
2.00 p.m. 


The Significance of Scout Films of the Abdomen. 
Dr. R. A. Macpherson, Winnipeg. 


The Diagnosis of Bronchogenic Carcinoma. 
Dr. M. B. Perrin, Winnipeg. 
Anesthesia in Pulmonary Disease. 
Dr. Donalda Huggins, Winnipeg. 


Recent Advances in the Treatment of Anuria. 
Dr. A. Thomson, Winnipeg. 


Section of Preventive and Industrial Medicine 
2.00 p.m. 
Electrocardiograms in Routine Physical Examinations. 
Dr. F. A. L. Mathewson, Winnipeg. 
Coxsackie Virus Infection. 
Dr. W. McD. Hammon, Pittsburgh. 
Medical Implications of Personnel Programs in 
ndustry. 
Mr. Elmer Phillips, Winnipeg. 
Antibiotics in Communicable Diseases. 
Dr. H. Medovy, Winnipeg. 





C.M.A. CONVENTION, 
WINNIPEG, JUNE, 1953 


Winnipeg (“Muddy Water’) on the bed of 
Lake Agassiz, at the fork of the Red and Assini- 
boine Rivers, is the most cosmopolitan city in 
Canada, with a population of 1/3 million. 

La Verendrye, Selkirk Settlers, Hudson’s Bay 
Company, Nor’Westers, Louis Reil, Indians and 
Buffalo Hunters form a background to the 
modern city—distributing centre, grain-trade 
headquarters, manufacturing, including the 
needle trades industry, educational and medical 
centre. 

The sights include the beautiful Parliament 
buildings, the University of Manitoba, the Civic 
Auditorium, Portage Avenue and Main Street, 
the Grain Exchange, Fort Garry Hotel beside 
Old Fort Garry Gate, Wellington Crescent, the 
Winter Club and the Parks. 20 miles north is 
Lower Fort Garry still in excellent preservatiion. 

Winnipeg is the headquarters of the Manitoba 
Medical Service, a prepaid medical scheme run 
by the profession and serving over 140,000 
persons. The Manitoba Medical Service building 
on the Mall is just being completed at 4 cost of 
$400,000.00. This scheme is one of the oldest in 
Canada. It provides inclusive service without 
limitation of benefits (except in the first year) 
and has separate tariffs for General Practitioners 
and Specialists. 
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THE FLUORIDATION OF 
COMMUNAL WATER SUPPLIES 
FOR THE PARTIAL PREVENTION 
OF TOOTH DECAY 


IN RESPONSE to many requests for information 
the following statement dealing with the public 
health procedure of fluoridation of communal 
water supplies has been prepared by a joint 
committee of the Canadian Dental Association 
and Canadian Medical Association. * 

What is fluoridation?—The word “fluoridation”, 
as here used, means the addition of a fluoride 
compound to water. Some water supplies are 
naturally fluoridated from the soil and rock 
through which they pass. Since 1945 many com- 
munities have artificially raised the fluoride con- 
tent of their water supply to about one part per 
million (p.p.m.) by the addition of a fluoride 
compound. This is a level at which optimal 
dental benefits can be expected, and at which 
no detrimental effects have been demonstrated. 

What can fluoridation accomplish?—It has been 
found that children residing in communities with 
a water supply brought in 1945 to 1 p.p.m. of 
fluoride have considerably less decay in their 
teeth than children whose water supply is prac- 
tically free of fluoride. While it is known that 
the protection from caries conferred by naturally 
fluoridated waters carries over into adult years, 
sufficient time has not -yet elapsed in connection 
with artificially fluoridated waters to state defi- 
nitely the extent of adult protection. 

What does fluoridation cost?—Fluoridation is 
accomplished by means of a mechanical feeding 
device, usually automatic, operating in conjunc- 
tion with the regular waterworks equipment. 
Accurately measured quantities of some fluoride 
are mixed into the water supply, under the super- 
vision of qualified waterworks staff. 

Cost of equipment, of fluorides, and the 
operating costs vary from place to place, and 
from time to time. It is suggested that estimates 
be obtained through the local waterworks engi- 
neer or from supplying firms. 

What hazard is involvedP—None of the evi- 
dence reported to date indicates any ill effects 
when the concentration of fluoride in water is 
about 1 to 1.2 p.p.m. From naturally fluoridated 
areas it has been found that at about 1.5 p.p.m. 
some children develop teeth with mild mottling 


*List of Joint Committee Members: Dr. J. B. Macdonald, 
Faculty of Dentistry, University of Toronto, Toronto, 
Chairman; Dr. E. H. Bensley, Montreal General Hos- 
pital, Montreal, Vice-chairman; Dr. H. K. Brown, Dental 
Health Division, Department of National Health and 
Welfare, Ottawa; Dr. Malcolm Brown, Kingston Gen- 
eral Hospital, Kingston; Dr. A. L. Chute, Hospital for 
Sick Children, University Avenue, Toronto; Dr. R. 
Grainger, Department of Public Health, Parliament 
Bldgs., Toronto; Dr. Gordon Nikiforuk, Faculty of 
Dentistry, University of Toronto, Toronto; Dr. L. B. 
Pett, Nutrition Division, Department of National Health 


_and Welfare, Ottawa. 
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Make Your Hotel Reservation 


; e 7 
for Winnipeg now 
June 15 to 19. 1953 
SCHEDULE of RATES (a to chang) 


without notice 
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No. on Twins or | No. on Twins or 

Map * Hotel Singles Doubles | Map* Hote! Singles Doubles 
20 Assiniboine, ou | 18 Norwood, 112 Marion Street. . 4.00-6.00 

Portage & Albany....... $3.50-4.50 $5.00-6.00 § 4 Royal Alexandra 
12 Bell, Main & Henry.......... 4.00-4.50 (Headquarters Hotel)..... No rooms available 
16 Cambridge, Merriam & Pembina 3.50-4.00 | 7 St. Charles, 

9 Clarendon, Portage & Donald. . 4.00-4.50 Notre Dame & Albert... . 4.50-5.00 
13 Cornwall, Main & Rupert...... 5.00 21° St. — a an 9.00-4.00 
See” ee 6 St. Regis, 285 Smith Street..... 4.00-4.50  5.00-7.00 
17 Curtis, Henderson Highway.... 3.50 5.00-10.00 | 19 St. Vital 

4 Empire, Main & York........ 3.50-6.00 | " "St. Mary's & Ellesmere... 6.00 

2 Fort Garry, Broadway Avenue.. 5.50-8.00 8.50-10.50 | 93 Waldorf, Keewatin & Pacific.... 3.50 3.00-5.09 
14 Garrick, 287 Garry Street... . . 3.50-Up = =§ 11 Winnipeg, 214 Main Street... . 3.00-4.00 
24 Green Brier Inn, 

Main & Rupertsland...... 4.00 — ” a 
22 Kirkfield, Parkdale & Portage. 2.50-3.50 reen “Acres Motel, 
7 a 7.00-12.00 
10 Leland, William & Albert..... 3.50 5.50-8.00 | 5 the eae 


APPLICATION FOR HOTEL ACCOMMODATIONS 


BE SURE TO GIVE FOUR CHOICES OF HOTELS 


Emmet Dwyer, M.D., 
Chairman, 

Canadian Medical Association, 
Subcommittee on Housing, 
604 Medical Arts Building, 
Winnipeg, Manitoba 


Please reserve the following: 


ROR 2 8 a hd cee ir eh Aaian So last tal ranagle cece at A BEE ats st7. Oc eco RAC eae at three hry Mer ead al cy 

First Choice Third Choice 
NBR oh 5 sc asec Oe Berard a a tn Fa bol ARO tisk eae saan Seer annie o eiSh aay 

Second Choice Fourth Choice 
i nce Room(s) with bath for..................... person(s). Rate$..... to $.....per room. 
eee Combination(s) (2 rooms-bath between) for...persons. Rate $.....to $.....per room. 
she Room(s) without bath for...................person(s). Rate $.....to $.....per room. 

Motel accommodation for....... 0.066. %. 60685 persons. Rate $..... per person. 
A.M. 
Aeravitie WiaRiper®. soo s.s ois. sis.5 00 he ks es eke (| NE ee PIM, TGR ilk ce 


Note: You will receive confirmation direct from the hotel accepting the reservation when made. 


Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here.) 


Signature 


i is 5 iva eun ase 1 De ae a a cite ae se aa 


8 Mall, 469 Portege........... 6.00-Up | 2120 Pembina Highway... 5.00-9.50 


3 Marlborough, Smith Street. 6.00-8.00 C North Main Cabins, 
5 McLaren, Rupert & Main...... 3.50-6.50 No. 1 Highway......... 5.00-6.00 7.09-8.00 
*The Map was shown in the January issue. 
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or mild fluorosis, commonly detectable only by 
experienced observers. 


Under most circumstances, the greater part 
of the fluoride intake comes from drinking water 
and relatively small amounts from other sources 
such as food. But this is not always true. Some 
foods contain considerable quantities of fluoride. 
Fluoride intake may be increased by the use of 
materials to which fluoride has been added such 
as tablets, lozenges, dentifrices or chewing gum. 
Exposure to fluorides may occur not only within 
certain industries but also in their neighbour- 
hood. In planning the fluoridation of a com- 
munal water supply, consideration must be given 
to sources of fluoride other than water, and steps 
must be taken to ensure that the fluoride intake 
from such sources is not excessive. 


Since there are many unanswered questions 
involved in fluoridation of water supplies, in- 
vestigations are continuing in both the dental 
and the medical fields. 


How to go about it—Communities considering 
water fluoridation should, as a first step, discuss 
the subject with the local dental, medical and 
waterworks authorities. There are several im- 
portant matters of planning to be settled for each 
community individually, Among these matters is 
a scientifically reliable basis for judging the 
effects of the program in the reports that are 
regular responsibilities of community health 
groups. 





MEDICAL SOCIETIES 


THE OSLER SOCIETY 


The Osler Society of McGill University usually manages 
to make its annual banquet much more than a con- 
ventional medical dinner. This year it succeeded in this 
transmutation to an unusual extent. This was due partly 
to careful hard work in planning the evening, the inion 
of which was reached in the address of Dr. MacDonald 
Critchley, Dean of the Institute of Neurology, National 
Hospital, Queen Square, London. The chairman was Mr. 
Tina Bella-Osagie, of Nigeria. After his brief intro- 
ductory comment on the regalia of the Society, and the 
drinking of the toast to Sir William’s memory, under the 
prescribed conditions of three guests always being on 
their feet at the same time, Dr. Francis MacNaughton 
introduced the speaker in his usual quiet vein of humour. 


Dr. Critchley spoke on “Gesture, Language and 
antomime”, a combination of subjects in which he is 
well versed, as he is well known for his research into 
deaf mutism. He showed that if we will look for it we 
will find a constant and diversified stream of communica- 
tion by means of gesture all around us. He pointed out 
how much gesture varied in different countries arid 
races. The Southern European had a wealth of vigorous 
‘xpression by gesture all their own. Even such. ordinary 
words as “yes” and “no” had accompanying gestures 
which differed from place to place. 


In speaking of deaf mutes he showed that while they 
-ommunicate in ordinary life by means of sign language 
taught to them, they still possessed in themselves 
another and quite different method of conveying their 
deas to each other. And this innate capacity or method 


P 
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was common to all nationalities of deaf mutes. The 
whole subject had its own fascination, but Dr. Critchley’s 
histrionic powers added to his intimate knowledge a 
charm which made his address a most pleasurable intel- 
lectual experience. 





SAINT JOHN MEDICAL SOCIETY 


The January meeting of the Saint John Medical Society 
heard a round-table discussion of trauma. Dr. George 
Skinner was chairman and he briefly outlined the condi- 
tions of major importance in chest trauma as: (1) 
Fracture of the rib with valve pneumothorax; (2) An 
open pneumothorax which must be closed; (3) Hemo- 
thorax in which if bleeding persists the chest must be 
opened and in any case blood be withdrawn so that the 
lung may expand. 

Dr. R. B. Eaton of Moncton described the methods of 
handling penetrating and non-penetrating wounds of the 
abdomen with special emphasis on automobile and blast 
type injuries to the abdomen. He stated that abdominal 
injuries may be overlooked in the presence of more ob- 
vious skeletal and cerebral injuries. 

Dr. T. E. Lunney advised careful choice of anzsthesia 
in cases of thoracic and abdominal injury and emphasized 
the careful preparations of such patients before operating 
with details of methods of combating shock. 

Dr. George Keddy summarized the elective treatment 
of fractures by open or closed methods, stressed the need 
of special knowledge of anatomy and physiology of 
skeletal and muscle systems and said that the proper 
timing of open reductions was of great importance. 

Dr. Earle Grant spoke of soft tissue injuries especially 
as to methods of repair and rehabilitations by skin graft- 
ing. He also showed a case~in point in a damaged hand 
that had become useful after full thickness “oaliie 

A. S. KirKLAND 
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INSANITY IN CRIMINAL CASES 


To the Editor: 


The trials of Elias Meek, farm-hand, of Harrison’s 
Corners, Ontario, whose petition for commutation of his 
death sentence was recently granted by the Governor 
General in Council aroused great interest and incurred 
great expense because of the conflicting evidence of 
ve psychiatrists as to his sanity. Under the present 
status of the law it is by no means ideal that the question 
of a prisoner’s insanity should be argued out in Court 
by opposing expert witnesses and that a decision then 
be left to a jury of laymen. How can they be expected 
to re-solve a question on which the experts disagree? 

A debate at a public trial on subtle psychiatric prob- 
lems is not a desirable happening for the prisoner, the 
processes of law nor the medical profession. It tends to 
discredit all three. It would be far better for the Court 
to choose 2 or 3 independent and experienced psychi- 
atric criminologists to examine the mental condition of 
the prisoner and report accordingly. If insanity is then 
found the Court should commit to a mental hospital. 
Whether mental illness is or is not ascertained the jury 
should be instructed to accept the findings of the im- 
partial experts. In that way the question of insanity in 
criminal cases would not become a public issue decided 
by twelve unqualified persons who would be the last 
to object to the above procedure, as I am certain no 
British jury desires to convict a person suffering from 
mental illness, who is irresponsible under law. 
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The above procedural changes could be included in 
the proposed revision of the Criminal Code that is still 
under study, if the general public and professions con- 
cerned agree with my suggestions. 

Ottawa, Ont. ‘ Jacie C. Horowitz, Q.C. 





A CHALLENGE TO THE CANADIAN 
MEDICAL ASSOCIATION 


To the Editor: 


On January 13 of this year, a news item was released, 


by the Government of Soviet Russia, accusing nine phy- 
sicians in that country of being responsible for the death 
of a number of high ranking officials. Shortly afterwards, 
some physicians in different localities have been charged 
with making deliberately false diagnoses, with neglecting 
their work and shirking their duties. News reaching the 
West through refugees trom East Berlin tell of physicians 
(and lawyers), being forbidden to practise their pro- 
fession. 

The Soviet press and radio, all government controlled, 
assure us that all these to us medically unthinkable acts 
were provenly committed as a matter of instigation by 
and collaboration with various espionage and _ secret 
service groups of foreign powers, notably the Joint, and 
American relief organization, the British Intelligence 
Service, and other imperialist-bourgeois-Zionist anti- 
democratic forces. Most of these accused physicians, we 
are told, have occupied high positions in their profession, 
and some of them at least, were recognized as a 
authorities in various fields of medicine and _ allie 
sciences. 

Regardless of all the political, social and international 
causes and implications of the above alleged accusations, 
and quite apart from any stand that any individual or 
group may take in regard to these claims, one outstand- 
ing fact forces the medical profession and its individual 
membership as such, to react to this incident. In fact 
it creates an inescapably serious challenge to the entire 
medical world. To say the least, the medical profession 
is once again called upon to reconsider and perhaps re- 
affirm the validity and application in daily practice of 
its universal creed and basic tenets, as laid down by 
Hippocrates, Maimonides, Zahalon, and other exponents 
of medical ethics. For it is upon this medical credo that 
its glorious progress has been based and stimulated to 
bear fruit throughout the ages. 

It is true, of course, that at all times, in every period 
of history, and amongst all nations, there always have 
been individual physicians who were given to quackery, 
avarice, and unethical conduct for whatever reason of 
their own. If one were to lend a hand to the spread of 
addiction or illegal medical operations, it would in- 
variably be recognized both by organized society and 
the medical fraternity as an individual transgression, 
and no one would condone or defend such act, once its 
commitment was proven and established, nor would 
anyone implicate thereby the medical profession as a 
whole. 

But in this case a much more serious aspect is in- 
volved: deliberate malpractice and intent to kill, and 
abuse of medical knowledge and licence to carry out a 
murderous act planned and instigated by political, social, 
and international strife and intrigue! This if it be true, 
is in a sense even worse than the tragic genocide chapter 
of the black Hitler period of history, still so fresh to us. 
For there medical men accepted, voluntarily or other- 
wise, the diabolic belief of racial purity versus racial 
impurity, and embarked upon “scientific experimenta- 
tion” upon “two-legged mammalians” in order to benefit 
thereby “real” humanity. Bastardly as such “philosophy” 
is, one can at least speculate that those Gesman phy- 
sicians either believed in this “lofty idea”, or “had to 
obey orders, or else”. 
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Here, in the case of the Soviet accusations, one can- 
not claim that the physicians had to take orders from 
abroad in order to kill their patients; rather is it made 
out to be a voluntary acceptance of the political machina- 
tions of foreign powers. Here, instead of a “scientific” 
approach on the basis of the theory of racial purity, we 
are dealing with something much less glamorous and 
attractive: simple political and foreign power considera- 
tion. The appalling fact is that both instances were 
destined to happen in the same generation! 

And thus the physician who would like to make a 
desperate effort to free himself from any partisanship in 
this world struggle when he acts as a healer of the 
human individual, is forced to wonder whether any- 
thing has basically happened to medical tradition as 
handed down to him for so many centuries. 

If it be true that the medical profession the world 
over still abides and lives by its old credo and precepts, 
and the accused Soviet physicians actually did betray 
their medical faith and have defiled the name of their 
fraternity, then they deserve to be denounced in no un- 
certain terms—they do not belong in truth to the pro- 
fession. If, however, they are only a scapegoat element 
in the present day political and international turmoil, 
which eo most likely are, then it is the bounden duty 
of the entire medical world to spare no effort in 
desperately attempting to clear the accused of their 
alleged crimes which they have not committed. 

The Canadian Medical Association, and indeed the 
Medical Association the free world over, should and 
must demand through their governments in the United 
Nations Organization, that an impartial international 
medical commission, whose members would be chosen 
from countries not involved in the present conflict, be 
allowed to investigate on their own the alleged accusa- 
tions against the Soviet physicians. This is a challenge 
to the entire medical profession, a challenge to medical 
history, past, present and future. The Canadian Medical 
Association owes itself an answer. M. Erziony 
Montreal 





SPECIAL CORRESPONDENCE 
The London Letter 


(From our our correspondent) 


SoctaL MEDICINE 


A recently published report on “the teaching of social 
and preventive medicine”, by the Social and Preventive 
Medicine Committee of the Royal College of Physicians, 
reviews the present status of this subject in the medical 
schools of England and Wales. The position is considered 
to be much more satisfactory in the provincial medical 
schools than in the London ones. With the exception 
of Oxford, there is now a separate department of social 
and preventive medicine in every provincial school. 

The staffing arrangements take two main forms: (a) 
Departments headed by a whole-time professor who in- 
variably has one or more active medical officers of 
health on his staff. (b) Departments under the direction 
of a medical officer of health, as part-time professor or 
lecturer, who depends on whole-time university lecturers 
for the fulfilment of teaching programs. It is estimated 
that the average total number of hours allotted specifi- 
cally to direct instruction in social medicine is 60 (range 
22 to 189). 

The main topics dealt with in the syllabus are classified 
under two tees, (1) Organization of health services 
and medical care and social services (including their 
historical development). This includes topics such as 
the statutory obligations of medical practitioners in rela- 
tion to notification and certification, administrative 
aspects of mental deficiency and mental disorder, and 
the training, status and duties of health visitors, mid- 
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wives, nurses and medical auxiliaries. (2) Studies of 
community health, which include epidemiology, vital 
statistics and human genetics. 

In the London medical schools the position is con- 
sidered to be much more unsatisfactory. There is no 
separate department of social and preventive medicine 
in any London undergraduate school. “A block of formal 
lectures given during either of the last two clinical years 
by a Medical Officer of Health, assisted as a rule by 
other part-time lecturers, is a feature of the teaching 
program of most schools. The average number of hours 
devoted to this purpose is 21 (range 6/35)”. The dean 
of one school is quoted as saying that “social medicine 
should not be taught to the undergraduate student as a 
special subject”. 


Tue HosprraLt NuRSE 


In what The Lancet describes as a “welcome and 
unique” report, the Job Analysis Team of the Nuffield 
Provincial Hospitals Trust has produced a detailed and 
reasoned review of the duties actually performed b 
nurses, based upon their findings in 12 general hospitals 
which are also nurse-training schools. In these hospitals 
the team studied 26 wards, in each of which were two 
observers who recorded for a week everything that was 
done in them by all grades of staff. Seventy-four per 
cent of all the nursing done in the wards was done by 
student nurses who also contributed 72% of the time 
spent on dressings. These student nurses were also left 
in charge for 22% of the time during the day “and 
more often than not in charge during the night, on 
occasions alone”. 

The amount of time devoted to formal instruction of 
student nurses ranged from 11 hours to seven minutes 
per week. In none of the wards, during the period of 

‘ observation, did the sister tutor enter the ward. The 
average time spent in contact with student nurses for 
any purpose by staff nurses was 15 to 20%, and most 
ward sisters between 5 and 19%. Only about 60% of the 
time of the nursing staff in a ward was spent on nursing; 
about a quarter was spent on organization and about 
one-sixth on domestic work. The peak period for con- 
sultants’ visits took up 40% of the nurses’ time, and 
during this time the care of the patients was left to the 
student nurses “with very little supervision and no 
practical instruction”. Much of the ward sister’s time 
was found to be taken up with administration, e.g., form- 
filling, report writing, telephoning and stock counting. 
As the report points out, “one cannot escape the con- 
clusion that at present the end result of nurse-training 
for the hospital service is not nursing but administration”. 


EXPENSIVE Drucs 


The campaign for reducing the nation’s drug bill has 
received a fresh impetus from the comments of the 
Comptroller and Auditor-General in his report on the 
Civil Appropriations Accounts, 1951-52. His main thesis 
is that a substantial saving could be achieved if only 
doctors would prescribe standard drugs rather than 
proprietary brands, under the National Health Service. 
He quotes an instance of a proprietary drug used for 
slimming. In 1951 this preparation was prescribed to 
the tune of £400,000. The same substance under its 
official name would have cost only £158,000. In spite of 
attempts to persuade doctors to prescribe official prepa- 
rations whenever possible, the proportion of proprietary 
preparations prescribed is still rising. Thus, in 1951 the 
latter accounted for 23% of the total cost of prescrip- 
tions in England and Wales and 30% in Scotland. By 
April 1952 the figure had risen to 25.6% in England and 
Wales. The accounts for 1951-52 showed an excess of 
over £7,000,000 over the grant for pharmaceutical 
services. 


London, March, 1953. WititiaM A. R. THOMSON 
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OBITUARIES 


DR. ADOLF BIRMAN, a staff physician at the Jewish 
General Hospital, Montreal, died in the Royal Victoria 
Hospital on February 11. He was 56. Born in Vienna, Dr. 
Birman graduated from the University of Graz, Austria, 
and practised in Vienna until German occupation forced 
him to leave for Canada in 1938. He became a private 
practitioner here in addition to his staff work at the 
Jewish General Hospital. He is survived by his widow 
and a daughter. 


DR. GEORGE JOSEPH BOYCE, D.S.O., Montreal phy- 
sician, died suddenly on January 24. He was 66. He was 
born in Quebec City and educated at Loyola College, 
graduating in medicine from Laval University. After 
a year at Emergency Hospital, Washington, D.C., he 
enlisted and served in Canada, England and France with 
No. 1 Field Ambulance, 16th Battalion, 1st Canadian 
Division headquarters. He was wounded in action in 
1917 and was twice mentioned in dispatches. He re- 
turned to Quebec City in 1919 and resumed general 
practice. He moved to Montreal in 1922 and became 
widely known for his unselfish devotion in his practice. 
He was a fourth degree member of the Knights of 
Columbus and a member of the Army, Navy and Air 
Force Veterans’ Association and of the Canadian Legion. 
He leaves his widow. 


DR. J. FRANK BRYANT, a physician who never prac- 
ticed medicine because he liked school teaching better 
died in London, Ont. on February 14. He was 80. Dr. 
Bryant, who taught school here more than 45 years and 
before his retirement 14 years ago was considered 
London’s dean of teachers, had been principal at three 
city schools. He graduated with an M.D. from the Uni- 
versity of Western Ontario’s medical school in 1902, after 
having been a teacher in earlier life. Instead of practicing 
medicine, however, he returned to teaching. He became 
principal of Princess Avenue School, then head of Lord 
Roberts School when it was opened and later principal 
of Ryerson School. He leaves his widow, a daughter, and 
a son. 


DR. BENNIE CAHANNA, aged 61 of Montreal, died 
on January 31 following a lengthy illness. Born in 
Romania, he came to Canada in 1908 and entered McGill 
University, graduating in 1917 with an M.D.C.M. degree. 
He enlisted in the Canadian Army Medical Corps and 
saw World War I service in France. He returned to 
Canada in 1919 and began practice of general medicine, 
— he followed until his death. He is survived: by his 
widow. 


DR. HORACE JAMES FERGUSON, of London, Ont., 
died on February 4, following a four-year illness. He 
was born at Birr. Following his graduation in 1894 from 
the University of Western Ontario, he practised for 54 
years. In 1894, he received his L.R.C.P. and L.R.C.S. in 
Edinburgh. He leaves his widow and two daughters. 


DR. HENRY GEAR, died in Cobourg General Hospital 
on January 7, in his 86th year. He was born on the 8th 
line Erin Township. In 1892 he graduated from the Uni- 
versity of Toronto and practiced in Belwood for six 
months before coming to Erin where he operated the 
drug store as well as carrying on his medical practice 
until his retirement in 1942. He is survived by his widow 
and one son. 


THE HON. DR. JOSEPH HENRI GUSTAVE 
LACASSE, of Tecumseh, Ont., one of the best known 
members of the Canadian Senate, died in Hotel Dieu on 
January 18, aged 62. Cerebral hemorrhage was the 
cause of death. Senator, physician, orator, publisher, 


author, poet and sportsman, he was widely known 
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throughout Eastern Canada and the New England states, 
as one of the great militant defenders of the French 
Canadian language and culture. Senator Lacasse was 
born at Ste.-Elizabeth de Joliette, Que. He was educated 
in the Jardin de ’Enfance des Sceurs de la Providence, 
in Montreal, the Montreal Seminary (1901-1909) and 
the University of Montreal (1909-1913). He came to 
Windsor in 1914 to serve his internship at Hotel Dieu. 
He was medical officer of health for the Township of 
Sandwich East from 1914 to 1945. After serving as mayor 
of Tecumseh in 1928 and 1929, he was president of the 
Ontario Medical Health Officers’ Association in 1930 
and 1931. He was appointed to the Senate in 1928, at 
the age of 38 and was baby senator for several years. He 
was sixth in seniority in the Senate at the time of his 
death. He practiced as a physician on a limited scale in 


Tecumseh until very recently. He was president of the. : 


Maple Leaf Publishing Company and editor-in-chief of 
. “La Feuille d’Erable.” He was president of L’Union 
Médicale du Canada in 1950, and vice-president of 
L’Association des Médecins de Langue Frangaise du 
Canada. In addition to his widow he is survived by four 
daughters and seven sons. 


DR. A. E. LAURIN, who practised medicine in St. 
Henri, Montreal, for the last 47 years, died suddenly on 
February 7. He was 77. Born in St. Dorothee, Laval 
County, he was a member of one of the oldest French 
Protestant families in the Province of Quebec. He was 
educated at Pointe-aux-Trembles College, the Presby- 
terian College of Montreal, Bishop’s College and Laval 
University (University of Montreal), where he took his 
M.D. degree in 1906. He began his practice in St. Henri 
and never left the community, which he was devoted to. 
He was an active churchman, and was for the past 20 
years an elder of the Bethany Church, Wellington 
Street. He is survived by his widow, a son and a 
daughter. 


DR. ISABEL McTAVISH died on January 24, 1953, 
aged 71. Born in Minnedosa she graduated in 1915 from 
Manitoba Medical College and soon after went to Honan 
province, China, as a medical missionary. She had thirty- 
five years’ service during which she taught physical diag- 
nosis in Cheeloo University, and for her work during a 
famine she was honoured by the Government of China. 
In 1940 she was interned by the Japanese and three 
years were spent in a concentration camp. 

At the time of her death she was head of the Clan 
McTavish. She is survived by two brothers and a sister, 
also three doctor cousins, W. J., J. A. and G. Boyd 
McTavish of Winnipeg. 


DR. JOHN OROBKO, aged 59, an Edmonton surgeon 
for more than 30 years, died in hospital February 2 
following a short illness. Dr. Orobko was born in the 
Ukraine and came to Canada about 1910. He received 
his early education in Saskatoon and started his study 
of medicine at the University of Alberta in 1917. He 
finished at McGill University in Montreal and was an 
honour student on graduating. In 1921, Dr. Orobko re- 
turned to Edmonton and started private practice. He 
taught at the university for several years, and was a 
Fellow of the American College of Surgeons. Survivors 
include his widow and three daughters. 


DR. HUGH FREDERICK WOODHOUSE VERNON, 
died January 31 aged 80. Born at Sutton-on-Hill, Derby- 
shire, England, he came to Canada at an early age and 
completed his education at the University of Toronto, 
graduating in medicine in 1903. In Manitoba he prac- 
tised at Fannystelle, Westbourne, and for 25 years at 
Starbuck. He served as coroner for the McDonald 
municipality. He retired in 1943 and made his home in 
Winnipeg. Surviving are his widow, three daughters and 
seven grandchildren. 
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DR. MALCOLM JAMES WILSON, aged 62, died on 
February 12 at Sunnybrook Hospital, Toronto. Dr. Wilson 
was born at Niagara Falls and graduated in arts from 
the University of Toronto in 1913. In 1915 he interrupted 
his medical course to enlist in the First World War and 
went overseas with the No. 2 Canadian General Hospital 
Unit. He returned to Toronto, graduating in medicine 
from the University of Toronto in 1916. After gradua- 
tion he went overseas again and served with the R.A.M.C. 
He went with the 2nd Relief Expedition to Mesopotamia 
and was with the army of occupation in Persia until 
1920. He held the rank of Captain. Continuing with the 
R.C.A.M.C., he was promoted to the rank of Lieut.-Col. 
After four years’ internship in the Toronto General Hos- 
pital, Dr. Wilson joined the staff of the Toronto Western 
Hospital as head of the department of internal medicine. 
Later he established a private practice. He enlisted in 
the Canadian Army in the Second World War. He was 
on the staff of the University of Toronto as a lecturer 
and also the staff of the Toronto Western Hospital. 





ABSTRACTS from current literature 
MEDICINE 


Diabetes and Pregnancy. 


Hurwitz, D. ANp Hicano, N.: NEw ENGLAND 
J. Mep., 247: 305, 1952. 


Experience with 140 diabetic patients over an eighteen- 
year period demonstrated that the incidence of fetal 
mortality could not be closely correlated with the 
severity or duration of the maternal diabetes. The only 
exception to this was that the fetal mortality was lower 
when the diabetes was very mild and when it was first 
discovered during the pregnancy. Toxzmia occurred in 
29% of the diabetic pregnant patients and showed a 
slightly higher incidence in cases in which intra-uterine 
or neonatal deaths occurred. The net fetal mortality was 
23% (72% of which took place prior to the thirty- 
seventh week of pregnancy). Oral diethylstilbestrol was 
used in a few cases and appeared to decrease the inci- 
dence of toxemia. NorMAN S. SKINNER 


Serious Recurrent Injuries of Athletes: 
Contraindications to Further Competitive 
Participation. 


THORNDIKE, A.: NEw ENGLAND J. MEp., 247: 
554, 1952. 


The incidence of accidental deaths and of serious injury 
among athletes is too high. All competitive sport should 
be closely supervised and any injured athlete should be 
carefully examined. Further participation in body-contact 
sports should be prohibited after injuries that have re- 
quired operation, unless there should be complete 
restoration of function, after three cerebral concussions 
of moderate degree, or after one concussion resulting 
in brain laceration or loss of an eye. Any . large 
laparotomy or nephrectomy scar likewise contra-indicates 
engagement in body-contact sports. 

Athletes who have sustained injuries of the above 
types should be channelled into less strenuous forms of 
sport where body-contact is not a feature and, for 
psychological reasons, should not be prohibited from 
engagement in all athletic competition. 

NorMAN S. SKINNER 


Glomerulonephritis Associated with Atopic 
Dermatitis. 


STEINER, K.: NEw ENGLAND J. MEp., 247: 201, 
1952. 


A study of a group of 41 cases of atopic dermatitis 
showed the presence of glomerulonephritis in seven, and 
minimal urinary abnormalities in an ‘additional eleven 
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cises. In four of the seven cases of definite glomerulo- 
n2phritis the course of the kidney disease paralleled that 
o the dermatitis. This frequent association of glomerulo- 
n2phritis with atopic dermatitis suggests that the renal 
disease likewise arose on an atopic allergic basis and 
ofered additional evidence in support of the allergic 
niture of the etiology of glomerulonephritis. 

NorMan S. SKINNER 


Poisoning by Barbiturates. 


Locket, S. AND Ancus, J: Brit. M. J., 1: 580, 
1952. 


Tie authors report on the conservative treatment of 64 
c: ses of barbiturate poisoning in 51 women and 13 men, 
reaging in age from 16 to 71 years. The patients were 
clissified according to their clinical condition on ad- 
mission: comatose (20), stuporose (21), and conscious 
(.3). Phenobarbitone was taken in 40 cases; the maxi- 
mim definitely known dose with recovery was gr. 100, 
wile many patients had taken gr. 60 to 75 with re- 
ccvery. Previous experience with analeptics by one of 
the authors had been unsatisfactory as convulsions had 
ocurred while patients were still unconscious and a 
ccnservative regimen was adopted: gastric lavage with 
2 pints of normal saline or water on admission; on ad- 
mission to the ward penicillin, 500,000 units six-hourly 
b) intramuscular injection until they had been conscious 
for 48 hours; oxygen continuously by B.L.B. mask or 
intratracheal catheter at 10 1/minute, until respiration 
wis normal, cyanosis had permanently disappeared, and 
consciousness was fully restored. There is no evidence 
that pulmonary cedema occurring in barbiturate poison- 
ing ever responds to the administration of a 50% solution 
of glucose. During coma care is taken to ensure an 
adequate airway, when coma lasted more than 24 hours, 
fluid balance was maintained by giving intravenously 
5% glucose saline, 1 litre in 24 hours. The authors do 
not advise the use of laryngeal intubation as fatal 
laryngeal cedema may occur. The diagnosis of barbiturate 
poisoning can be very difficult unless it is suspected in 
every case of coma and stupor. In-this reported series 
there was one fatality in a woman with extensive active 
pulmonary tuberculosis. J. A. Stewart DorRANCE 


Scarlet Fever. 


Martuieu, P. L., MAtureu, B. J. AND WEsT, E. 
J.: Am. J. Dis. Curp., 83: 628, 1952. 


This is a report on 386 patients with scarlet fever who 
were given penicillin up to 4 days after the onset of the 
illness. The ages ranged from 4 months to 36 years, with 
80% in the 3 to 10 year age group. There were 185 
beys and men, and 201 girls and women. Penicillin was 
given to 119 as 20,000 to 40,000 units of aqueous solu- 
tion of penicillin intramuscularly every 3 hours for 7 
days (penicillin—3), and to 267 as 300,000 units pro- 
caine penicillin intramuscularly every 24 hours for 7 days 
(penicillin—24). Penicillin—3 and penicillin—24 gave 
equally good results in lowering the temperature. In 37% 
of the patients the temperature became normal within 
24 hours, and 62—64% had normal temperature by the 
en | of 48 hours. Neither form of penicillin administra- 
tica had any effect on the rash or strawberry —— 
Ti e urine a all patients was carefully examined and in 
nc case were any red blood cells observed, nor was there 
an’ instance of true glomerulonephritis. In both groups 
th: re were a few instances (20 to 37%) of white blood 
ce's in the urine, and albuminuria occurred in 16 to 
18%. Throat swabs taken on admission were positive 
fo the streptococcus organism in 58% of cases; 13% 
wire positive on nasal culture as well. In the penicillin— 
24 group 90 and 97% of the patients were free in 24 
ani 48 hours. Secondary infection and complications 
prsent on admission, mainly upper respiratory tract 
in‘ections, responded very well to both schedules of 
th-rapy. After cessation of therapy, 1.7% of the penicillin 
—© group and 0.8% of the penicillin—24 group developed 
co.aplications. The authors conclude that penicillin may 
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have assisted, when combined with bed rest, in reduc- 
ing the number of early and late complications and 
sequelz in scarlet fever. The reduction in frequency of 
injections to once per day is sufficient to prevent the re- 
unin, of streptococci in the throat provided that 
the penicillin therapy is carried out for 7 days. 

J. A. Stewart DorRANCE 


Rooming-In Care of the Newborn. 


MontcoMeEry, J. C.: Post-Grap. M. J., 12: 
233, 1952. 


During the past 50 years there has been a rapid move- 
ment of deliveries from the home to the hospital. In 
the home the mother would look after the child im- 
mediately after birth, and now the predominantly 
American idea of the central infant nursery is being dis- 
carded in favour of the infant rooming-in with the 
mother. Investigations have shown that this practice has 
reduced the incidence of epidemic infantile diarrhoea 
and impetigo in hospitals. The birth of a baby, particu- 
larly the first, is a critical event in the life of any family. 
Rooming-in welds the family together from the start. The 
mother, under supervision, undertakes the care of her 
newborn infant and on discharge from hospital she is 
capable of competent care of her child. The father is 
familiar with handling his child and has not been ex- 
cluded as is done by the window of the nursery. In the 
room there must be facilities for the mother to wash her 
hands and the baby must have his own supply of 
clothing. The chief advantages are: (1) safety in the 
prevention of epidemic diarrhoea of the newborn infant; 
(2) the parents learn how to care for their child under 

idance, and the incidence of self-demand_breast- 
eeding on discharge is now about 70% in contrast to 
35% before the practice was introduced; and (3) the 
work of the hospital staff is eased as the mother bathes 
and feeds her child. The chief disadvantage is the 
fatigue of the overly anxious mother, however, this 
practice instils self-confidence in mothers and decreases 
many subsequent difficulties. 

Rooming-in offers to the professional groups in a hos- 
pital—medical, nursing, oa administrative—the oppor- 
tunity to give understanding, support, instruction, and 
a at a critical point in the life of a family and to 
make a real contribution to parent-child relationships 
and, in a larger sense, to mental health in our nation 
today. J. A. Stewart DorRANCE 


SURGERY 


Esophageal Obstruction Due to 
Paraffinoma of Mediastinum. 


Kercin, F. G.: ANN. Surc., 137: 91, 1953. 


A case of intractable cesophageal narrowing due to 
paraffinoma nine years after liquid paraffin Sad been 
introduced into an extrapleural pneumolysis is reported. 
After partial thoracoplasty and removal of the paraffin- 
oma the cesophageal stricture was not relieved. A 
laparotomy was done to prepare a segment of bowel for 
transplantation into the chest, transverse colon being 
used as the jejunal blood supply was not advantageous. 
At a third operation a segment of colon was brought up 
to the upper chest to by-pass the stenosed cesophagus. 

The. availability of jejunum and colon as substitutes 
of cesophagus is discussed. This appears to be the first 
time colon has been used within the thorax in this 
manner. The patient is well and has no delay in swallow- 
ing. Burns PLEWES 


Arthrodesis of the Ankle Joint. 


Barr, J. S. AND Recorp, E. E.: New ENGLAND 
J. Mep., 248: 53, 1953. 


Arthroplasty gern ives disappointing results in deal- 
ing with ankle joint abnormalities. On the other hand, 
arthrodesis gives excellent results in a wide variety of 
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these crippling conditions. In order to define more pre- 
cisely the indications for and the results of ankle fusion 
the authors studied cases so treated at the Massachusetts 
General Hospital over the five-year period 1947—1951. 
Fifty-five ankle arthrodeses were performed on 50 pa- 
tients (five bilateral). The most common cause of ankle 
abnormality so treated was old poliomyelitis (23 cases), 
traumatic arthritis from old fracture (eleven cases) and 
peripheral nerve or root damage (6 cases). 

Arthrodesis is especially recommended for patients 
falling within these last three groups but it is of value 
in many ankle conditions providing the etiological factor 
is not of a progressive nature (such as active rheumatoid 
arthritis and nerve affections such as muscular dystrophy, 
-multiple sclerosis and syringomyelia). The operative 
technique favoured by the authors is detailed but no 
one method is considered essential to the securing of 
satisfactory arthrodesis. NorMAN S. SKINNER 


Comparison of Wound Healing With 
and Without Dressings. 


Heiretz, C. J., Lawrence, M. S. AND 
Ricuarps, F. O.: Arcu. Surc., 65: 746, 1952. 


Experiments on rabbits showed that well-coaptated surgi- 
cal wounds heal equally well through all layers whether 
dressings are applied or not. The wounds are sealed 
within an hour. The absence of dressings allows quick 
drying of the surface coagulum. A dressing is unnecessary 
for protection against bacterial infection or to further 
wound healing, but it does splint the wound, promote 
hemostasis and tend to close dead spaces. It seems that 
dressings could be removed after 24 hours without ill 
effect. The accumulation of epithelial debris under 
dressings after the third day may have an adverse effect. 

BuRNS PLEWES 


Diagnosis and Treatment of Pyloric 
Hypertrophy in the Adult. 


Kvertrocu, W. P.: Arcu. Surc., 65: 655, 1952. 


It is likely that hypertrophy of the pylorus in the adult 
occurs more frequently than commonly thought. The ob- 
struction may be complicated by gastric ulcer and make 
carcinoma difficult to eliminate as a diagnosis. But it is 
benign and surgery gives complete relief. The diagnosis 
should be made radiologically where the elongated 
narrow pyloric canal gives the typical “pyloric string 
sign”. 

Stes operative procedures are recommended de- 
pending on the individual findings. Operation may be 
of the Heineke-Mikulicz, Billroth I or partial gastrectomy 
type. Four cases are described. , Burns PLEWEs 


GYNAECOLOGY AND OBSTETRICS 


Etiology and Investigation of 
Vaginal Discharge. 


Dona_p, I.: Brit. M. J., 2: 1223. 


It is necessary to distinguish between pathological 
vaginal discharges and vaginal moisture that may be no 
more than an exa celal hysiological phenomenon if 
the patient is to be spared treatment which is either 
inappropriate or unnecessary and therefore psychologi- 
cally harmful. In hospital practice there are very good 
grounds for segregating these cases into a special leucor- 
rhoea clinic in which they can be properly assessed. The 
clinical material of the “D” clinic of Chelsea Hospital 
for Women is presented under four main groupings: (1) 
trichomonas_ vaginitis; (2) monilial infections; (3) 
double . infections with trichomonas vaginalis and 
monilia; (4) miscellaneous conditions. 

Cases amenable to surgical treatment are not included 
in the clinic, but are admitted for operation, and cases 
of venereal disease are referred elsewhere: The tricho- 
monal cases form the hard core of the clinic, not only 
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because they are common but because relapse is com 
mon (22.8%) and various sources of infection are re 
viewed, particularly with regard to sexual intercourse o 
attempts thereat. Over one-third of the cases quoted 
were unmarried, and a significant number contracte« 
the infection as a result of their indiscretions. 

The need for the examination of fresh wet specimen 
is illustrated, and the importance of the ratio of pus ce!l 
to squamous cells is presented as an index both of prog 
nosis and of progress under treatment. The well-know 
tendency to relapse after a menstrual period encourage 
a new approach to the timing of treatment. 

Ross MITCHELL 


Rh Countersensitization. 


SHANAPHY, J. F.: Am. J. OsBst. AND GYNEc 


64: 1261, 1952. 


While the series presented in this paper is not large it i 
felt that the results are too significant to be disregarde 

There was a sharp reduction in the expected number <¢ 
erythroblastotic infants in this series and this reductio 
is attributed to the use of bacterial vaccines (typhoid an¢ 
pertussis) by the Rh Countersensitization Clinic. Th 
efficacy of this bacterial vaccine therapy can be accounte4 
for by applying the key enzyme theory as the explan: 
tion for competition among antigens. Ross MITCHE!. 
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THERAPEUTICS 


Vitamin B,» in the Treatment of Viral 


CAMPBELL, R. E. AND Pruitt, F. W.: AM. 
M. Sc., 224: 3: 252, 1952. 


The treatment of viral hepatitis has been largely symp 
tomatic, with emphasis on bed rest and diet. Since n 
chemotherapeutic agent was available to which the viru 
of hepatitis is susceptible, the authors aimed at haste: 
ing the recovery of patients by attempts at stimulatin 
the processes of hepatic repair. 

Three groups of 100 patients each, suffering fror 
acute viral hepatitis, were compared as to clinical cours 
duration of illness and the incidence of relapse. Grou 
I received the conventional treatment of a high-protei 
high-carbohydrate, moderate-fat diet, bed rest, mult 
vitamins (A, D, B:, riboflavin, nicotinamide and ascorbi 
acid) and brewer’s yeast. Group II received the same di¢ 
and bed rest without added vitamins or brewer’s yeas 
Group III received the same treatment as Group II, bu 
with the addition of 30 micrograms of vitamin B. b 
mouth daily for the first five days of hospitalization. 

Patients receiving vitamin By» as part of their trea 
ment recovered from their illness at a more rapid rat 
than those who did not receive it, and they did so i 
spite of having the disease in more severe form. Whe 
given intramuscularly, the effect of vitamin B.. on th 
appetite of hepatitis patients was dramatic. Severel 
anoretic patients regained their appetite in 24 to 7 
hours after receiving 30 micrograms of vitamin By» b 
injection. The response to oral administration was not s 
definite but occurred within 2 to 5 days. 

This investigation indicates that vitamin By» ma 
hasten the recovery from viral hepatitis. The close a 
sociation of this vitamin with folic acid suggests th 
possibility that the addition of the latter in the theray 
of hepatitis may make treatment even more effectiv¢ 
This is now being investigated. B. L. FRAN 
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Salt and Hypertension. 


Buack, D. A. K.: Brit. J. Nutrition, 6: 
428, 1952. 


Most patients with raised blood pressure have no demor 
strable primary disease to account for their hypert« 
sion; they are said to suffer from “essential hype 
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tension” and it is with this group of patients that the 
author deals. The practice of salt restriction in hyper- 
tension antedates considerably any acceptable rationale 
for this procedure. There is fairly general agreement that 
sodium is more important than chloride in sustaining 
blood pressure and this is not without practical im- 
portance as some of the “salt substitutes” on the market 
though free from chloride contain sodium citrate. 

In Great Britain, a Medical Research Council investi- 
gation showed that in about 70% of patients with hyper- 
tension a considerable fall of blood pressure could be 
produced with Kempner’s rice and fruit juice diet. The 
rice diet is thought to be impracticable for long-continued 
use. On the other hand, the usual “salt-free” diet sup- 
plies about 3 grams of salt daily, and salt restriction at 
this high level is probably without effect on the blood 
i pressure. By using specially prepared “salt-free” bread, 
a diet with less than 1 gram of salt daily can be pro- 
vided without undue monotony, and this may possible 
find some place in the treatment of hypertension. 

Comparing the renal conservation of sodium in nor- 
mal and hypertensive subjects, the author found that 
hypertensive subjects do not conserve sodium more 
effectively than normal subjects, and it is possible that 
they do so less effectively. Two normal and five hyper- 
tensive subjects were studied. 

It has been claimed that overproduction of salt- 
retaining adrenal steroids is concerned in the production 
of essential hypertension. In experimental hypertension 
it has been shown that the effect of adrenalectomy in 
bringing down the blood pressure can be prevented by 
supplying salt. The results of the present investigation 
do not support the view that the “cause” of essential 
1 hypertension is an overproduction of the hermones which 












































‘] mediate salt conservation. B. L. FRANK 
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in Gastrointestinal Allergy in Infancy. 
RosenBLuM, A. H. AND ROSENBLUM, P.: 


Pepiatrics, 9: 311, 1952. 


The authors report on 60 cases of infantile gastro- 
intestinal disturbances of allergic etiology demonstrated 
by rectal eosinophilia. The eosinophils are found in the 
mucoid portion of the fresh stool. The incidence of 
symptoms was diarrhoea (50), vomiting (28), colic (27), 
occurring either alone or in combination. Marked stool 
eosinophilia is present only when symptoms are active, 
and subsides when symptoms disappear. The stools con- 
tain abundant mucus, they are loose, frequent and may 
be profuse and watery, os are not foul nor purulent 
as in infectious diarrhoea. Incidence of other manifesta- 
tions of allergy were common: positive family history 
(36), eczema (19), asthma (10), and croup (3). Spon- 
taneous remissions and exacerbations occurred in some 
cases; during recovery the stools became normal and 
pasty in appearance, eosinophils were reduced or absent. 
Removal of the offending food from the diet, and in 
mild cases frequently responded to the substitution of 
goat’s milk for cow’s milk. 

The allergic basis of the signs and symptoms of 
gastrointestinal allergy is: the positive family history of 
allergy; the development of other allergic manifesta- 
4 tions in the subsequent course of these patients; the 
frequency with which symptoms disappear after the 
removal of the offending food from the diet, usually 
cow’s milk. Results may not be apparent until a week 
has elapsed after specific food elimination; recurrences 
of symptoms may be demonstrated upon re-administra- 
tion of the offending food. The ultimate fate of these 
babies with regard to the development of later allergic 
jisturbances will have to await long-range follow-up 



































1014 studies, perhaps early control will prevent subsequent 
tel] Jevelopment of other allergic manifestations. 
pe 


J. A. Stewart DorrRANCE 
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Stability of Ascorbic Acid in Milk at 
Different Stages of Processing. 


Howtmes, A. D.: J. Peprat., 40: 91, 1952. 


Pasteurization of milk causes a reduction in the ascorbic 
acid content and stability. The ascorbic acid content of 
cooled raw herd milk is 18.4 mgm. per litre (average 
of 412 assays), this lost 63% during storage while the 
freshly pasteurized milk taken directly from the stain- 
less steel vat lost 61% of its ascorbic acid during 96 
hours in the refrigerator. The stability of the ascorbic 
acid is essentially the same at these stages. The first 
milk through the equipment Jost 49% of its ascorbic 
acid during the first 48 hours and 4% during the second 
48 hours—a total of 53%. The last milk through the 
equipment lost 58% in the first 48 hours and 15% during 
the second 48 hours—a total of 73%. However, the last 
milk still retained 6.5 mgm. of ascorbic acid per litre 
as compared to 3.5 mgm. per litre retained by the first 
milk. This study shows that the stability of ascorbic 
acid of processed milk is low, and milk loses ascorbic 
acid very rapidly during storage in a home electric re- 
frigerator. When milk constitutes a major portion of the 
diet as in infancy, it should be accurately enriched with 
ascorbic acid. J. A. Stewart DorRANCE 


Self-Demand Feeding. 


McLenpon, P. A.: Post-Grap. Mep., 12: 236, 
1952. 


There is no more attentive nurse than the mother, and 
none more understanding. Her science may be short but 
her patience is long. The author reports on experiences 
in a rooming-in hospital so constructed that the infants 
can be with their mother durirfg a greater part of the 
day. The mother feeds her baby, by breast or bottle, 
when she thinks he is hungry and changes the diaper as 
necessary, thus she becomes familiar with his cries, his 
sleep noises, and his activities. These mothers go home 
with understanding and permissive feeding continues. 
Crying in this situation is minimal. Rigid schedule feed- 
ings are unnatural as the child fed by the clock is fed 
whether he is hungry or not. He may have cried for one- 
half hour and at feeding time is so exhausted that he is 
unable to feed, or else he is awakened from perfect com- 
fort and may have no desire to feed. The physician 
should explain to the mother that infants are individuals 
and require individual evaluation as to feeding intervals. 
No baby remains static in his behaviour and growth— 
he has a dynamic physiology of physical and emotional 
needs. 

The newborn infant shows signs of hunger (mouthing 
and hands to mouth) soon after birth and nurses for a 
few minutes. During the first 4 to 5 days he sleeps most 
of the time—the prelactation period; wakefulness and 
hunger in the infant and lactation by the mother occur 
about the same time. Normal physiological weight loss 
of the newborn is not controlled by giving the infant 
water before lactation commences, and _prelactational 
starvation does not lead to dehydration in the infant. 
Beginning with lactation, hunger occurs frequently and 
reaches a maximum of 8 to 12 nursings per day about 
the seventh or tenth day. After 10 days nursing remains 
irregular as to interval, and length of time nursing, and 
amounts taken per nursing, but this inconsistency does 
add up to a regular 24 hour total intake. An infant will, 
however, easily adjust to practical intervals of feeding 
when minor discipline is employed. By the third week 
the infant may be awakened at bedtime and early morn- 
ing so that his feeding does not interfere with usual 
family routine. Self-demand feeding allows an infant 
to prosper, the crying time is reduced and such a 
practice does not require added work by the nurse or 
mother when the infant is at the hospital hedeian. 


a J. A. Stewart DorraNce 
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PSYCHIATRY 


Psychiatric Symptoms Associated with 
Lesions of Temporal Lobe. 


MutperR, D. W. anv Daty, D.: J. A. M. A., 
150: 173, 1952. 


The authors state that psychiatric symptoms are en- 
countered frequently as presenting complaints in pa- 
tients who have diseases of the temporal lobe of the 
cerebrum. The differentiation of these symptoms from 
those related to emotional disease is often difficult and 
seldom is made early. They studied 100 non-institution- 


alized patients who had lesions of the temporal lobe. The, , 


symptoms evidenced were either related specifically to a 
discharging focus in the temporal lobe, or apparently 
were a response of the total personality to impairment 
of cerebral function. Ninety-five patients had symptoms 
of the former type. There were paroxysmal psychiatric 
symptoms, and these included hallucinations, perceptual 
illusions, disturbances of emotion or mood and auto- 
matisms. Symptoms accountable as a response of the 
total personality were non-paroxysmal and _ included 
anxiety, depression and schizoid behaviour. These symp- 
toms were less specific for disease of the temporal lobe 
and differentiation could be made only by the recogni- 
tion of associated phenomena indicative of lesions of this 
lobe. F. W. HANLey 


INDUSTRIAL MEDICINE 


Cosmetics and the Skin. 
Lancet, 2: 619, 1952. 


As skin irritants cosmetics, jewellery and clothing are 
common offenders. In Great Britain they come third after 
occupational hazards and plants as a cause of derma- 
titis. In this article various aspects of cosmetic derma- 
tology are presented including the nature of the offend- 
ing agent, time of occurrence, cause of the reaction and 
the part of the body affected. Authors have differed as 
to which cosmetic gives most trouble. One recent article 
attributes most trouble to permanent-waving reagents; 
another places the greatest responsibility on hair dye, 
p-phenylenediamine, and similar compounds. Lipsticks 
and nail varnish come next, while face creams and 
powders are rare offenders. Permanent-waving com- 
pounds and depilatories are primary irritants, as are 
oxidation dyes of the “para” type, and alkalis used for 
various purposes. Most of the other substances act as 
sensitizing agents. 

Details are given in connection with dermatitis follow- 
ing application of hair dye, lipstick, and nail varnish. The 
place of the patch test is indicated. Reference is made 
also to certain side lines to the study of cosmetic derma- 
tology. Instances recorded in literature include derma- 
titis attributed to use of nail lacquer as a coating for 
costume jewellery, linear Berlocque pigmentary derma- 
titis from eau-de-cologne applied behind the ears, and 
trouble from rubber sponges used for applying cosmetics. 
The question is raised as to why individuals acquire 
hypersensitivity to cosmetics which they have used for 
years with impunity. While due occasionally to some 
change in composition of the cosmetic, -clinical experi- 
ence suggests that frequently the cause is a change in 
the health of the user. This clinical belief has recently 
been given some scientific backing by the demonstration 
of increased sensitivity of the skin of guineapigs to con- 
tact irritants applied after a period of interference with 
the animals’ sleep. MarcGareEt H. WILTON 
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FORTHCOMING MEETINGS 


CANADA 


QuEBEcC Division, CANADIAN MEDICAL ASSOCIATIO? , 
Annual Meeting, Seigniory Club, Montebello, Que. (D.. 
G. W. Halpenny, Secretary, 1414 Drummond Stree , 
Montreal) May 8-9, 1953. 


ONTARIO MEDICAL ASSOCIATION, Annual Meeting, Roy | 
York Hotel, Toronto (Dr. Glenn Sawyer, Executi: = 
Secretary, Ontario Medical Association, 135 St. Cler 
Avenue West, Toronto 5) May 11-15, 1953. 


CANADIAN SocrETY OF MICROBIOLOGISTS, Annual Mee.- 
ing, Ontario Agricultural College, Guelph, Ont. (Dr. 1). 
E. Gibbons, Division of Applied Biology, National R :- 
search Council, Ottawa 2, Ont.) June 4-6, 1953. 


CANADIAN UROLOGICAL ASSOCIATION, Annual Meetin :, 
Minaki Lodge, Ont. (Dr. S. A. MacDonald, Secretar ’, 
1414 Drummond St., Montreal) June 10-12, 1953. 


CaNADIAN MEDICAL AssocIATION, Annual Meeting, Roy :l 
Alexandra Hotel, Winnipeg, Man. (Dr. T. C. Routley, 
— Clair Ave. W., Toronto 5, Ont.) June 15-19, 


CANADIAN ASSOCIATION OF RapIOLoGists, Winnipeg, 
Man. (Dr. Jean Bouchard, Secretary, 1555 Summerh'l 
Ave., Montreal 25, Que.) June 15-16, 1953. 


CANADIAN ASSOCIATION OF PATHOLOGISTS, Winnip< g, 
Man. (Dr. D. W. Penner, Secretary, Winnipeg General 
Hospital, Winnipeg, Man.) June 15-16, 1953. 


CANADIAN RHEUMATISM ASSOCIATION, Winnipeg, Man. 
(Dr. T. E. Hunt, Secretary, P.O. Box 277, Regina, Sask.) 
June 15-16, 1953. 


CANADIAN ACADEMY OF ALLERGY, Winnipeg, Man. (Dr. 
T. H. Aaron, Secretary, 502 McLeod Bldg., Edmonton, 
Alta.) June 16, 1953. 


CANADIAN Psycuratric AssociATION, Winnipeg, Man. 
(Dr. J. P. S. Cathcart, Secretary, 183 Metcalfe St., 
Ottawa, Ont.) June 16, 1953. 


CaNapDIAN Heart AssociaTION, Winnipeg, Man. (Dr. 
John Keith, Secretary, Hospital for Sick Childdren, 555 
University Ave., Toronto, Ont.) June 16, 1953. 


CANADIAN MEDICAL PROTECTIVE ASSOCIATION, Winnipeg, 
Man. (Dr. T. L. Fisher, Secretary, 180 Metcalfe St., 
Ottawa, Ont.) June 18, 1953. 


THe FEDERATION OF MEDICAL WOMEN OF CANADA, 
Winnipeg, Man. (Dr. J. G. Bellamy, Secretary, 2455-29 
Ave. S. W., Calgary, Alta.) in June but dates still un- 
certain. 


CANADIAN NeEvurROLOGICAL Society, Winnipeg, Mn. 
(Dr. Allan Walters, Secretary, Medical Arts Blcz., 
Toronto, Ont.) June 20-21, 1953. 


INTERNATIONAL PHYSIOLOGICAL ConcrREss, 19th Cun- 
gress, Montreal, Canada (Dr. A. S. V. Burgen, McCill 
University, Montreal), September 1-5, 1953. 


British CoLuMBIA DIvISION, C.M.A., Annual Meetii:g, 
Vancouver, B.C. (Dr. G. Gordon Ferguson, Exec. Sec y., 
oat 10th Ave., Vancouver, B.C.) September ‘: 1- 


UNITED STATES 


AMERICAN Heart AssOcIATION, 29th Annual Meet og 
and 26th Scientific Session, Hotel Chelsea, Atlantic C ty, 
N.J. (Dr. André Cournand, Chairman of Program Cci- 
mittee, c/o American Heart Association, 44 East 2%rd 
Street, New York 10, N.Y.) April 8-12, 1953. 
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AMERICAN PsycHosomatic Society, has changed the 
cates of its coming Annual Meeting. Instead of takin 
ylace in May, the meeting will be held on April 18 an 
19, 1953, at Chalfonte-Haddon Hall in Atlantic City. 


{ MERICAN ASSOCIATION OF CLEFT PALATE REHABILITA- 
7oN, Annual Meeting, Atlanta-Biltmore Hotel, Atlanta, 
Ceorgia (Dr. Willard T. Hunnicutt, 302 Medical Arts 
Tuilding, Atlanta, Georgia) April 27-28, 1953. 


?/MERICAN GOITER ASSOCIATION, Drake Hotel, Chicago, 
Il. (Dr. George C. Shivers, Corresponding Secretary, 
Colorado Springs, Colo.) May 7-9, 1953. 


Acro MEpIcaL AssociATION, 23rd Annual Meeting, Bilt- 
n ore Hotel, Los Angeles, Calif. (Dr. Thomas H. Suther- 
lend, P.O., Box 26, Marion, Ohio) May 11-13, 1953. 


AMERICAN UROLOGICAL ASSOCIATION, Annual Meeting, 
} otel Jefferson, St. Louis, Mo. (Dr. Charles H. DeT. 
S iivers, Secretary, 215 Illinois Ave., Atlantic City, N.J.), 
Nay 11-14, 1953. 


NATIONAL TUBERCULOSIS ASSOCIATION, 49th Annual 
\ eeting, and its Medical Section, the American Trudeau 
S.ciety, 48th Annual Meeting, Los Angeles, Calif. 
(National Tuberculosis Association, 1790 Broadway, 
New York 19, N.Y.) May 18-22, 1953. 


Wortp CONGRESS ON FERTILITY AND STERILITY, First 
Congress, Henry Hudson Hotel, New York, N.Y. (Dr. 
A. I. Weisman, Secretary-General, 1160 Fifth Ave., New 
York, N.Y.) May 25-31, 1953. 


Tse Enpocrine Society, 35th Annual Meeting, Hotel 
Statler, New York, N.Y. (Dr. Earl T. Engle, Chairman of 
Local Arrangements, College of Physicians and Surgeons, 
630 W. 168th St., New York, N.Y.) May 28-30, 1953. 


AMERICAN COLLEGE OF CHEST PuysIcIANs, 19th Annual 
Meeting, Hotel New Yorker, New York (Dr. A. M. Olsen, 
Chm., Com. on Scientific Program, Am. College of Chest 
oo Mayo Clinic, Rochester, Min.) May 28-31, 
1953. 


AMERICAN MEDICAL ASSOCIATION, Annual Session, New 
York, N.Y. (Dr. George F. Lull, 535 N. Dearborn St., 
Chicago 10, Ill.), June 1-5, 1953. 


AMERICAN COLLEGE OF CARDIOLOGY, 2nd Annual Con- 
veation, Hotel Statler, Washington, D.C. (Dr. Philip 
Reichert, Secretary, 480 Park Ave., New York 22, N.Y.) 
June 7-9, 1953. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALO- 
GFAPHY AND CLINICAL NEUROPHYSIOLOGY, Boston, Mass. 
(Dr. R. S. Schwab, Secretary-General, Mass. General 
H»spital, Boston 14, Mass.) August 18-21, 1953. 


A’ fERICAN MEDICAL Writers’ AssociATION, 10th Annual 
M>eting, Springfield, Ill. (Dr. Lee D. van Antwerp, 
Aiierican Medical Writers’ Association, P.O. Box 5110, 
Ci icago 80, Ill.) September 23, 1953. 


O' ‘HER COUNTRIES 


Pen PaciFic TUBERCULOSIS CONFERENCE, under the 
joiat auspices with the W.H.O., Manila, Philippines, 
Aj ril 18-19, 1953. 


Pi 1LIPPINE MEpIcAL AssociATION, 46th Annual Meeting 
(Colden Jubilee Year) Manila, Philippines (Dr. Juan 
Se cedo, Jr., President, Philippine Medical Association, 
: = Tomas University Hospital, Manila) April 19-26, 
vO. 


IN “ERNATIONAL HosprraL Concress, London, England. 
(Capt. J. E. Stone, Hon. Secretary, 10 Old Jewry, 
London, E.C.2, England) May 25-30, 1953. 
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INTERNATIONAL CONGRESS OF OTORHINOLARYNGOLOGY, 
Amsterdam, Holland (Dr. W. H. Stuben, J. J. Viotta- 
straat 1, Amsterdam) June 8-15, 1953. 


PaN AMERICAN CONGRESS OF THE MEDICAL PRESS, 
Buenos Aires, Argentine (Secretaria del Congress, 763 
Uriburu, Buenos Aires, Argentine) July 12-16, 1953. 


British MeEpicAL AssocIATION, Cardiff, S. Wales (Dr. 
A. MacCrae, Secretary, B.M.A. House, Tavistock Square, 
London W. C. 1, England) July 13-17, 1953. 


INTERNATIONAL CONGRESS OF Rapi0o-BioLocy, Copen- 
hagen, Denmark (Prof. F. Norgaard, Secretary General, 
on — 10, Copenhagen K, Denmark) July 
14-25, i 


INTERNATIONAL FEDERATION OF HospiTats, Congress, 
Brussels, Belgium (Capt. J. E. Stone, 10 Old Jewry, 
London, E.C.2, England) July 15-21, 1953. 


INTERNATIONAL CONGRESS OF RapioLocy, 7th Congress, 
Copenhagen, Denmark (Prof. F. Nordgaard, 10 Oster 
Vokieeda Copenhagen K), July 19-25, 1953. 


INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, 
First Congress, London, England (Mr. W. R. Le Fanu, 
Chairman, c/o London School of Hygiene and Tropical 
Medicine, Keppel St., London, W.C.1), July 20-25, 1953. 


INTERNATIONAL CONGRESS FOR History OF SCIENCE, 
Jerusalem, Israel (Prof. F. S. Bodenheimer, President, 
Hebrew University, Jerusalem, Israel) August 3-7, 1953. 


WorLp CONFERENCE ON MEDICAL EpucaTION, British 
Medical Association House, Tavistock Square, W.C.1, 
London, England (Dr. Louis H. Bauer, The World 
Medical Association, 2 East 103rd St., New York 29, 
N.Y.) August 24-29, 1953. 


INTERNATIONAL CONGRESS OF TROPICAL MEDICINE AND 
Macaaia, Istanbul, Turkey (Prof. Dr. Ihsan Sikri Aksel, 
General Secretary, Tunel Meydam, Beyoglu, Istanbul, 
Turkey) August 28-September 4, 1953. 


Worip MepicaL AssociaTION, 7th General Assembly, 
The Hague, Amsterdam, Holland (Dr. Louis H. Bauer, 
2 East 103rd St., New York 29, N.Y.) August 31-Septem- 
ber 6, 1953. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, 6th Con- 
=~ Rome, Italy (Dr. N. E. Gibbons, Secretary, Cana- 
ian Society of Microbiology, Division of Applied 
Biology, National Research Council, Ottawa 2, Ont.) 
September 6-12, 1953. 


WorLp CONFEDERATION FOR PHySsICAL THERAPY, Ist 
Congress, London, England (Miss M. J. Neilson, Secre- 
tary, Chartered Society of Physiotherapy, Tavistock 
Square, London, W.C.1, England) September 7-12, 
1953. 





NEWS ITEMS 


BRITISH COLUMBIA 


The hospital bed shortage in British Columbia shows 
no sign at present of relief. At the recent annual meet- 
ing of the Victorian Order of Nurses, Dr. Myron Weaver, 
Dean of the Medical Faculty of the University of B.C., 
drew attention to the need for an increased program 
for the home treatment of chronic and convalescent 
cases. He stated that in his opinion 20% of the cases 
now in hospital could be so treated if the facilities were 
available. 

Other speakers emphasized this point. The work of the 
V.O.N. has been of inestimable value in this regard. 
Figures were presented which showed that the Order 
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made over 60,000 visits last year in Vancouver alone, 
and 19,000 in Victoria. Their work with post-natal cases, 
with chronically ill patients, with diabetics and so on, 
adds tremendously to the resources at the disposal of 
medical men, and saves the hospitals many demands on 
their space. 


The Vancouver Preventorium, which has done such 
excellent work for the past twenty or more years, in 
the care of children from homes where they have been 
in contact with tuberculosis, is to have a big addition 
in the near future. A building will be erected on the 
grounds of the present preventorium, at a cost of 
$400,000.00. 

Mr. H. K. Hall, the president of the Vancouver Pre- 


ventorium, gave a report at the Annual Meeting of the 
institution, in which he stated that the costs of thé’ 


institution for the past year had been $60,000.00 of 
which the major part had been contributed by the Pro- 
vincial Government, the Community Chest of Greater 
Vancouver, and the city. Many voluntary organizations 
too had made important contributions, among them 
being the Lions’ and Kinsmen’s Clubs, and the Imperial 
Daughters of the Empire. 


The student body of the University of British Columbia 
in their recent drive for blood donations, claims the 
record for Canadian universities, with a total of 79% of 
its quota. This is an outstanding record, the next in line 
being the University of Montreal with 72.6%. Many of 
the teaching staff also contributed, and some of the 
lectures were suspended, while the lecturer led his class 
over to the collecting station on the campus. In all, 
2,972 pints of blood were contributed, representing 55% 
of the total registration of the U.B.C. 


The General Practitioners’ Section of the C.M.A., B.C. 
Division will hold a scientific session at Harrison, March 
20 and 21. Speakers will be doctors J. F. McCreery, R. 
B. Kerr, a Dean Myron Weaver of the Medical 
Faculty of U.B.C., in addition to a guest speaker from 
Seattle. 


Hon. Eric Martin, Minister of Health, has announced 
that 5,000 square feet of floor space in a new building 
at Oakalla prison farm will be set aside for research on 
the drug addiction problem. “It is hoped to obtain 
information to improve procedure for treatment and 
prevention of narcotic addiction which can then be ap- 
plied throughout Canada as a whole,” he said. 

Experts from the University of British Columbia’s de- 
partments of psychiatry, clinical medicine, preventive 


medicine, bio-chemistry, social work, psychology, 
economics and physiology will co-operate in the 


$52,500.00 narcotics research project, said the minister. 
Mr. Martin said the government will undertake further 
study of the problem of alcoholism before deciding on a 
definite program. 


In an extension of their campaign for better public 
relations, the Public Relations Committee of the Cana- 
dian Medical Association, B.C. Division, has arranged 
with the Vancouver Daily Province to publish a weekly 
article in the Saturday Edition of the paper. The first 
article appeared in the issue of February 28. 

The radio broadcast, known as “The Doctors’ View- 
point” has become an established weekly feature on the 
station C.J.O.R., and has been taken un by other stations 
in the province. It will continue till the late spring, 
when it will be discontinued till next fall. 


The Western Society for Rehabilitation, which treats 
polio paralytics, spastic disease victims, and is head- 
quarters for the physio-therapeutic work of the Cana- 
dian Arthritis and Rheumatism Society, is attracting 
workers from far afield. At present there are three girls 
from England, London-trained, a Dublin-trained Irish 


Canad. M. A. J. 
April 1953, vol. 6 


girl, a Chinese girl from Trinidad, who trained in 
London, England, and one Canadian-trained girl from 
Regina. 

As we stated in the last issue of these notes, the 
Society is adding a large building to its present 
establishment, for special physiotherapeutic work, and tc 
accommodate bed patients. 


An interesting announcement has recently been made 
by Mrs. William Irwin, president, of the formation o: 
the B.C. Division of the Canadian Mental Health Asso- 
ciation. The Provincial Government has granted $5,000.00) 
expense money for the preliminary work and organizin:; 
that will be necessary, and there is no doubt that thi; 
will be a valuable addition to the resources of those wh» 
are interested in this work. The planning committee in 
charge of this preliminary work includes many leadin; 
experts in mental health. 


The new President of the Greater Vancouver Com. 
munity Chest and Council is Mr. Justice Wilson. H» 
succeeds Dr. Wallace Wilson, formerly President of the 
Canadian Medical Association, under whose very com- 
petent leadership the Community Chest has had a most 
successful year. The Report of the Committee appointe:! 
to study the question of drug addiction, with speci! 
reference to the situation in British Columbia, was a 
remarkable piece of work, and has attracted a great deil 
of attention. Later on in the year, the Chest took up the 
matter of hospital facilities for the chronically ill, and is 
still working on it. 


The Canadian Arthritis and Rheumatism Society is 
conducting a drive to raise $100,000.00 for its work 
during 1953. This society is doing a great deal of work 
in rehabilitating sufferers from these crippling diseases, 
both in homes and through its physiotherapy centres and 
is extending this work all through the Province. 

In this connection, a spokesman of the Society spoke 
of the generous way in which members of the_ Police 
Force in Vancouver are assisting its efforts. Members of 
the force voluntarily give much of their spare time in 
driving the Society’s ambulance, as well as in_ taking 
CARS patients on outings, to baseball games and so on. 

J. H. MacDermort 


MANITOBA 


Medical friends of Dr. Charles Hunter tendered hii 
a dinner at the Manitou Club on February 14, on the 
occasion of his retirement from active practice. Dr. John 
A. Gunn presided and Dr. Alvin Mathers in proposing 
Dr. Hunter’s health referred to the impress of his know!- 
edge and his logical thinking on the medical life of 
Winnipeg and the Medical school where he had becn 
Professor of Medicine. Although he delighted to bait the 
surgeons, he said that Dr. Hunter could appreciate their 
good work and in his training at Aberdeen had won a 
prize in surgery. A silver cocktail tray suitably inscribed 
was presented. Dr. Hunter spoke of his education at 
Aberdeen, Vienna and Berlin and mentioned that «n 
acquaintance struck up with the late Dr. Julius Lehman 
led to his coming to Winnipeg in 1904. He paid tribute 
to the Winnipeg doctors of that period, specially Dr. ‘I. 
H. Chown, then dean of the Medical school, Dr. J. %. 
Jones and Dr. Gordon Bell. 


Dr. R. A. Macpherson, professor and chairman of t':¢ 
University of Manitoba Radiology section in the facul y 
of medicine, was elected president of the Canadian Ass0- 
ciation of Radiologists on Jan. 29 at the annual meeting 
of the association in Toronto. 


On April 16 Portage la Prairie will vote whether a new 
hospital will be built to replace the old one. The coun:il 
has agreed to ask the provincial department of health 
to set up a diagnostic centre in the city. 
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In January the Manitoba Red Cross free blood trans- 
fus‘on service marked its third birthday. In the three 
yeors 42,364 hospital patients have received free trans- 
fus‘ons of blood donated. by volunteers. The Red Cross 
serice now supplies all hospitals in Manitoba and 
nor hwest Ontario. 


Manitoba graduate Dr. David B. Stewart, has ar- 
rived in Jamaica to take up his work as professor and 
heal of the Dept. of Obstetrics and Gynecology in the 
nev ly instituted University College of the West Indies. 

Ross MITcHELL 


NEW BRUNSWICK 


The Carleton-Victoria Medical Society held a clinical 
aftenoon and evening at the Bath Private Hospital, 
Febuary 11, with this program. (1) “Spinal ‘Anaailinels 
in Obstetrics” by Dr. John Lockhart; (2) “A Case for 
Diasnosis”; (3) “Pulmonary Tuberculosis” and “Differ- 
entiil Diagnosis of Allied Chest Conditions” by Dr. G. E. 
Maddison and Dr. L. MacPherson of Saint John, fol- 
lowed by a buffet supper at Dr. Lockhart’s home. 


Three Saint John physicians took an active part in the 
civil defence demonstration for delegates from the Mari- 
tine Provinces and Quebec, held in Saint John early in 
February. Dr. A. Bird, Dr. F. C. Hazen and Dr. M. I. 
Polowin showed the methods of screening and treating 
various types of casualties in a very interesting demon- 
stration. 


Dr. E. T. Kennedy, M.L.A. of Sussex, New Brunswick 
was appointed speaker of the House at the opening 
sessions of the forty-second N.B. Legislature. 


Dr. W. D. Miller spoke on “Experimental Study on the 
Treatment of Coronary Artery Insufficiency” at the 
monthly clinical staff meeting at Lancaster D.V.A. Hos- 
pital in February. 


Dr. K. Seaman has established a practice in Bone and 
Joint Surgery in Saint John. A. S. KirKLAND 


NEWFOUNDLAND 


The construction of the Cottage Hospital at St. 
Lawrence on the Burin Peninsula is well under way. 
The hospital is being erected by the United States 
Government as a memorial to those sailors who lost their 
lives during the shipwreck of two U.S. naval vessels 
of the shores of St. Lawrence on a stormy wintry night 
in 1943, and, as a testimonial to the brave people of St. 
Lawrence through whose heroic efforts many lives were 
save, 


Dr James Ryan, after successfully completing his 
tudi-s in Ireland, has returned home and is now at- 
tachel to the intern staff of the St. John’s General Hos- 
pital. He was accompanied by his wife, Dr. Maureen 
Ryan who has been appointed to the medical staff of the 
St. Jchn’s Sanatorium. 


Dr T. A. Knowling, Director of the Tuberculosis 
Dispensary, St. John’s, recently attended a meeting of 
the National Advisory Committee of the Rehabilitation 
ot the Handicapped held at Montreal. 


Th: doctors of Corner Brook were hosts at a curling 
matcl to the members of the Newfoundland Dental 
Assoc:ation who were holding their Annual Convention 
at th:t community recently. It is understood that the 
entis's came out second best in this encounter. 
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Dr. Ian Rusted gave a very interesting presentation on 
“Problems of Hypertension” at the last regular monthly 
meeting of the St. John’s Clinical Society. 


Dr. Charles Minto has resigned his position as resident 
physician at the St. John’s Sanatorium and has accepted 
a position as Medical Health Officer in his native 
Scotland. P. F. ASHLEY 


NOVA SCOTIA 


During the week of January 8, several members of 
the Dalhousie Medical Faculty took part in the Re- 
fresher Course in Tuberculosis, which is held by the De- 
partment of Health at the Kentville Sanatorium bi- 
annually. They were—Dr. V. O. Mader, Dr. C. J. W. 
Beckwith. Dr. E. P. Nonamaker, Dr. C. A. Gordon and 
Dr. Angus Black. 


Dr. W. D. Stevenson, Associate-Professor of Surgery, 
Dalhousie University and Neuro-Surgeon to the Victoria 
General Hospital, was guest speaker at the Pictou 
County Medical Society meeting, held in the Aberdeen 
Hotel, New Glasgow on January 21. The afternoon ses- 
sions were clinical presentations and in the evening a 
lecture on Emergency Management of Head Injuries, 
was given. 


Last month a Department of Medical Photography 
was inaugurated at Dalhousie University. This will 
greatly facilitate the progress already made in Halifax, 
by visual teaching and illustration, carried out at Camp 
Hill Hospital’s Department of Medical Photography, 
under the capable direction of Mr. John Merriman. 


Dr. L. M. Morton of Yarmouth and Dr. Hugh Mac- 
Kinnon of Bridgewater are spending the winter months 
in Florida. 


Physicians and students are very pleased to see Dr. 
Clyde Holland back to work again, after his serious ill- 
ness. Dr. Holland has lightened his duties by retiring 
from the Chair of Medicine but will continue his close 
association with Dalhousie University as Clinical Pro- 
fessor of Medicine. 


Legislation is now under consideration before the 
House of Assembly in the Province of Nova Scotia, to 
legalize the practice of chiropracty. 


Dr. Saul Green of Halifax recently received his 
Certification in Surgery and Dr. W. I. Morse was 
awarded his Fellowship in Medicine in the Royal College 
of Physicians and Surgeons. 


During the month of February Dr. Harold Read spoke 
before the Moncton and District Medical Society on 
“Special Hemorrhagic Disorders” and Dr. W. I. Morse 
visited Wolfville and Digby, where he lectured on 
“Managements of Anemia” before the local Medical 
Societies. These lectures were all sponsored by the 
Dalhousie Post Graduate Committee. C. M. Hartow 


ONTARIO 


The Obstetrical and Gynecological group of the 
Essex County Medical Society visited the Obstetrical De- 
partment of the University of Indiana Medical School, 
Indianapolis in March. 


Dr. John Mateer, physician in chief Ford Hospital, 
Detroit addressed the February meeting of the Essex 
County Medical Society on Recent Advances in Liver 
Disease. 
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The Canadian Cancer coer has announced the 
award of John S. McEachern Fellowship to two Toronto 
doctors. Dr. Frederick E. Bryans is a graduate of Uni- 
versity of Toronto where he won the Chappell prize in 
surgery in his graduating year. Dr. Bryans has been 
resident in obstetrics and gynecology at Toronto Western 
Hospital. He will use his fellowship in the study of 
cancer in relation to gynecology at the Radiumhemmet, 
Stockholm; at the Royal Cancer Hospital in London, and 
at Strangeways Research Institute, Cambridge. 

Dr. W. Gordon Beattie, also a graduate of University 
of Toronto served internships at Toronto General Hos- 
pital, the Hospital for Sick Children, the Ottawa Civic 
Hospital, and has been resident surgeon at the Wellesley 
Hospital. He has been demonstrator and instructor in 
anatomy and pathology, and will use his fellowship for 
six months advanced training in cancer surgery at the 
Royal Cancer Hospital, London. 


Miss Isabel Lockerbie, B.H.Sc. is now with the 
Ontario Diabetes Association, 111 Avenue Road, Toronto. 
Her work is to co-operate with physicians who are look- 
ing after diabetics. She interprets the diet prescription 
in terms of food for the patient. The Atkinson Founda- 
tion has made a grant for this purpose so the service is 
available without fee. 


The O.M.A. arranged a three day postgraduate course 
in Gastroenterology at Sunnybrook in February. Twenty- 
seven lectures, covering the gastro-intestinal tract sys- 
tematically were given. Two round table discussions and 
twelve demonstrations were held. About 130 members 
attended. 


The annual meeting of the Canadian Association of 
Radiologists was held in Toronto. Dr. A. C. Singleton 
gave the Gordon Richards Memorial Lecture, “Some 
Radiological Aspects of Carcinoma of the Colon”. Other 
papers presented were: “Osteitis Condensans I[lii”, Dr. 
Joseph Bloom; “Diaphragmatic Hernia, a common cause 
of Esophagitis”, Dr. J. W. McKay; “Anatomical 
Rationale of Early Radiological Diagnosis of Prepyloric 
Carcinomata”, Dr. Albert Jutras. “Aberrant Subclavian 
Artery”, Dr. E. A. Fetrie; “Volvulus of the Czcum”, 
Dr. R. J. Patterson; “Obstructive Emphysema Due to 
Non-Opaque Foreign Bodies”, Dr. G. E. Boult; “Bron- 
chogenic Carcinoma”, Dr. J. M. Dunsmore and Dr. E. H. 
Shannon; “Pancreatic Fibrosis is the older Child”, Dr. 
J. D. Mann; “Aberrant Pancreatic Tissue, Its Significance 
in Gastro-intestinal Lesions”, Dr. W. L. Sloan; “The 
Solitary Pulmonary Focus Carcinomatous or Otherwise? 
With Particular Reference to Pulmonary Histoplasmosis”, 
Dr. W. A. Jones; “Isodose Data for Intra-cavity Roentgen 
Therapy”, Mr. E. Dale Trout, B.S., Sc.D.; “A System 
of Dosimetry for Rotation Therapy”, Dr. H. E. Johns; 
“Carcinoma of the Breast with particular reference to 
preoperative radiation”, Dr. Vera Peters. 


The Faculty of Medicine of the University of Toronto 
has announced the award of the Charles Mickle Fellow- 
ship to Sir Frank Macfarlane Burnet, M.D., Sc.D.(Hon.), 
F.R.S. for his work in the field of virus diseases. 


Professor J. F. Brock, University of Capetown, South 
Africa spoke on “Hepatic Damage of Dietary Origin in 
Africa” to the Physiological Society of the University 
of Toronto. In the evening he showed films on “Kwashi- 
orkor in Africa” and on “The Bushmen of South Africa” 
at the Hospital for Sick Children. 


The first Marlow lecture of the Academy of Medicine, 
Toronto, was given by Dr. B. P. Watson, former professor 
of Obstetrics and Gynecology, Columbia University, 
formerly chief of staff, Obstetrics and Gynecology, Pres- 
byterian Hospital, professor of Obstetrics and Gyne- 
cology from 1912 to 1922, Toronto. His subject was 


‘ resistant to antibiotics. 
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“The Integration of the New with the Old”. Up unti 
1933 the maternal mortality was about 62 per 100,00): 
live births. It dropped from this figure in Sloane Hos 
pital in 1933 to no deaths in 1952. About 3,000 deliverie 
a year occur at Sloane. The New York committee o:. 
maternal mortality has been active for about 20 year: 
Their first report put the responsibility for 60% of th: 
maternal deaths on the attending physician. The findin.: 
was not popular. The committee has been active i 
investigating every maternal death. in New York. Th: 
meetings where deaths are discussed are open to th 
profession and are well attended..No meeting was hel. 
in February because there was not a maternal death i 
New York. Dr. Watson said there could be no lessenin 
of meticulous care in delivery room technique becaus : 
the time may come when we have infections which ar 
LiLuiaNn A. CHAs 


PRINCE EDWARD ISLAND 


A different type of monthly meeting was recent! 
initiated by the P.E.I. Medical Society. Instead of th: 
usual after-dinner lecture as was the usual custom, actu: 
bedside clinics were held. 

The subject matter was limited to Obstetrics an | 
Caeener. Dr. B. Atlee of Dalhousie University pr: - 
sided. . 

During the afternoon the first session was held at th: 
P.E.I. Hospital where cases of obscure lower abdominz! 
pain, cervical cancer, habitual abortion, etc., were showr. 
The next morning a similar session was held at the 
Charlottetown Hospital. Cases of antenatal bleedins:. 
painful retroversion and varying ae of prolapse wer 
shown. Diagnosis and treatment of these cases was di:- 
cussed in detail by Dr. Atlee. A large number of men:- 
bers were in attendance and were highly pleased wit! 
this type of clinical meeting which was sponsored by the 
Post-Graduate Department of Dalhousie University. 


Dr. W. Soper has left Charlottetown to take up prac- 
tice in Portsmouth, New Hampshire. He had practised in 
Charlottetown for twenty-one years. 


Seventy-one of the seventy-three practising physicians 
of P.E.I. are members of the Canadian Medical Asso- 
ciation. J. H. MALoney 


SASKATCHEWAN 


The latest word from the Building Committee is that 
the University Hospital should open no later than Jamu- 
ary 1, 1955. Students who enter first year medicine in 
September 1953 will graduate in 1957; the first class ‘o 
take the entire course in Saskatchewan. Two floors in 
G wing, adjoining the medical school building are °!- 
ready in use. The Cobalt Unit of the Saskatchewan 
Cancer Clinics has completed over a year of successf:il 
operation. The Blood Bank of the Canadian Red Cro:s 
was opened in October 1952. 


Two subcommittees of the Defence Research Boa:d 
have met recently at the Medical School. At the Pan 1 
on Blood Coagulation, chaired by Dr. Robert MacMilla», 
Toronto, a special visitor was Dr. Walter Seegers, Pr: '- 
fessor of Physiology, Wayne University, Detroit. Cn 
February 4 the Radiation Panel under the chairmansh p 
of Dr. James Dauphinee of Toronto, enjoyed as speci il 
guests Dr. E. Lorenz of the Natural Institute of Heal! i 
and Commander E. Cronkite of the U.S. Naval Medic :l 
Centre, also in Bethesda, Md. 

Most of the visitors, because of either interest 1 
flying conditions, remained for the three day meeting f 
the Western Regional Group, Medical Division, Nation :| 
Research Council. Holders of grants from the Nation | 
Research Council, the National Cancer Institute and tl e 
Dominion-Provincial grant arrangement assembled :1 
Saskatoon from the four western universities. A pleasir { 
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nimber of teachers from both clinical and medical 
s ience departments attended the sessions at which over 
fi ty papers were presented. The main scientific presenta- 
ton was by Dr. Carl V. Moore, Professor of Medicine, 
\ ‘ashington University, St. Louis, Mo.—“Recent Studies 
o Iron Metabolism and their Application to the Under- 
sianding of Iron Deficiency Anemia”. 

On the Saturday afternoon a round table conference 
01 The Teaching of Medical Science was led by Dean 
\ ‘endell Macleod, who described current trends in medi- 
c 1 education and a medical school’s over-all goals. Dr. 
\ oore stated what he believed the clinical teacher would 
lice the medical science departments to accomplish and 
P-of. H. E. Rawlinson, Anatomy, University of Alberta, 
d:alt with more specific problems in science teaching. A 
li ely discussion ensued for an hour and as someone has 
p edicted, no important conclusions were reached but a 
god time was Teal by all. The chairman of Western 
Regional Group was Prof. Louis Jacques and Prof. C. S. 
\ acArthur was in charge of local arrangements. 


A highly successful event at the University was the 
“\fedical Show” in January. Put on entirely by students, 
this demonstration of experiments, medical films and 
health agency data attracted an attendance of 4,700 
p-ople from Saskatoon and district during its three-day 
stand. The net proceeds amounted to $1,350.00 and 
discussion is still rampant in student circles as to what 
sl:ould be done with this profit. 


Two successful institutes in hospital administration 
were held in February in Regina and Saskatoon by the 
Department of Public Health. The program was planned 
tc give a broad background of information to those 
associated with the hospitals of Saskatchewan. 

2 gor by the Saskatchewan Hospital Association, 
its chief aim was to introduce the Canadian Hospital 
Accounting Manual to the Administrators of the hospital 
of the Province. In addition papers on organization and 
aiministration were presented for the consideration of 
Trustees and Nurse Directors. G. W. Peacock 


NEWS OF THE MEDICAL 
SERVICES 
Canadian Armed Forces 


Surgeon Commander F. G. W. MacHattie, R.C.N., 
has been granted the acting rank of Surgeon Captain 
while holding his present appointment as Command 
Medical Officer, Atlantic Coast. 


Surgeon Commander R. H. Roberts, Principal Medical 
Officer, R.C.N. Hospital, recently attended a meeting of 
a. Defence Research Board Panel on Radiation at 

skatoon. 


Lt.-Col. J. E. Andrew, E.D., R.C.A.M.C., Senior Con- 
sultant to the Director General of Medical Services 
(Army), Ottawa, and Lt.-Col. J. S. McCannel, O.B.E., 
RC.A.M.C., Plans and Training Officer of the Director 
Ceneral of Medical Services Directorate, have been 
p omoted to the rank of Colonel. 


Brigadier K. A. Hunter, O.B.E., C.D., R.C.A.M.C., 
Cirector General of Medical Services (Army) and Major 
E E. Andrew, A.R.R.C., R.C.A.M.C., Matron-in-Chief 
(Army) visited Japan and Korea during February, in- 
s} ecting medical arrangements for the 25 Cdn. Infantry 
E-igade Group. ‘ 


The R.C.A.F. conducted a course in aviation medicine 
F »bruary 16 to March 13, 1953 at the school of Aviation 
\ edicine located at the Institute of Aviation Medicine 
Toronto. Nineteen R.C.A.F. Medical Officers and one 
F.C.A.M.C. Medical Officer attended this course. 
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NEWS AND NOTES 


ANNUAL MEETING QUEBEC 
DIVISION OF C.M.A. 


This meeting will be held at the Seigniory Club on 
May 8 and 9. 

An excellent program has been prepared, of which the 
following are the prominent details. 

On the morning of the 8th, registration will begin at 
9 o'clock, and there will be two papers: the first by Drs. 
Paul David and Edouard D. Gagnon of Montreal, on 
“Medical and Surgical Aspects of Mitral Stenosis”; the 
second by Dr. Louis G. Johnson, Montreal, on “Com- 
pound F and Its Use in Arthritis”. 

An inspection of the commercial exhibits will be fol- 
lowed by luncheon. 

In the afternoon the speakers will be as follows: Dr. 
George O. Bell of the Lahey Clinic on “Thyroid Dis- 
ease”: Dr. Louis E. Phaneuf, Boston, on “Vesicovaginal 
and Urethrovaginal Fistulas Their Management”: Dr. 
Kenneth W. Warren of the Lahey Clinic on “Diseases of 
the Pancreas”. 

The speaker at the Annual Banquet in the evening 
will be Mr. L. A. Forsyth of Montreal; later there will be 
music and dancing. 

On Saturday morning there will be a symposium on 
“Recent Advances in Treatment of Tuberculosis” and 
“Pulmonary Resection: Chemotherapy”, with Dr. Hugh 
Burke as Chairman. 

Following the luncheon, the regular Clinico-Pathologic 
Conference will be held. This has been a notable feature 
in previous meetings, and it is expected it will provide 
much interest. The Chairmen will be Drs. G. Copping 
and J. Olivier. 


THE AMERICAN COLLEGE 
OF ALLERGISTS 


The annual conclave of The American College of 
= will he held this year at the Conrad Hilton 
Hotel in Chicago April 24 to April 29. 

The first four days will be devoted to instruction under 
the tutelage of recognized authorities and the last three 
to a discussion and reporting of recent advances in the 
field of allergy by the investigators themselves. For de- 
tailed information write The American College of 
Allergists, La Salle Medical Building, Minneapolis 2, 
Minnesota. 


CANADIAN CANCER SOCIETY PLANS 
INDUSTRIAL EDUCATION 


Plans to bring a vitally important message to industrial, 
office and store employees are being drawn up by the 
Canadian Cancer Society. The message is essentially 
this: Advances in diagnosis and treatment of cancer now 
mean that a majority of the types of cancer which will 
make up the 25,000 new cases of the disease which will 
occur in Canada this year can be effectively treated if 
diagnosis is made and treatment begun before the disease 
has spread beyond its site of origin. 

The Society has appointed a National Industrial Edu- 
cation Committee, under the chairmanship of Mr. Carl 
B. French of Toronto, to co-ordinate and assist the 
Provincial Divisions of the Society in this work. In a 
recent report to the Society, Mr. French quoted the 
Society’s president, Mr. F. G. Butterfield of Regina, on 
the need for an industrial education program: “There 
seems to be no doubt about the need for taking our 
educational program to employed groups during the 
hours of their employment. Since they work in office, 
factory or store all day, their off-duty hours are spent 
in relaxation and few come in contact with our normal 
educational channels.” 

Mr. French’s report added: “Another factor in favour 
of an organized industrial program is that the Canadian 


(Continued on page 60 of the advertising section) 
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BOOK REVIEWS 


HOLBROOK OF THE SAN 


M. F. Campbell, 212 pp. illust. $4.50. The 
Ryerson Press, Toronto, 1953. 


This is the story of a man, an institution and a disease. 
The man may be considered as representative of all men 
and women who pioneered against the disease. The 
institution—except tor its size—is typical of all pioneer 
institutions founded to combat the disease. Leagued _to- 
gether, the men and women and the institutions they 
contrived—initially tents, shacks, even abandoned street 
cars—have waged an epic battle. This book is the story 
of that battle, the war that reduced the great white 


plague of fifty years ago to the white plague of today..: 


At the turn of the twentieth century every community 
in Canada could point to families whose children were 
wiped out by consumption one by one as they flowered 
into adolescence, for it was youth in its late teens that 
most appealed to the white death. Undoubtedly the 
memory of one such victim—a very beautiful young girl 
dying of consumption—whom his elders took him to visit 
when he was a mere child influenced John Howard 
Holbrook in his eventual choice of medicine as a pro- 
fession. This and the sudden death from diabetes of his 
loved mother when he was five years old, and the con- 
sequent change in his fortunes, led to his later avowed 
“eagerness to discover more concerning the tragedies of 
consumption and diabetes”. 

In maintaining a book such as this within the bounds re- 
quired by modern publishing trends and modern reading 
habits, many details must severely limited or even 
omitted. The names of sanatoria throughout Canada, of 
members of the medical profession, of individuals and 
organizations which appear in these pages, have been 
chosen in preference to others fully as worthy, because 
of some unusual development, outstanding contribution, 
or long and devoted service. No one could regret more 
deeply than the author that the legion who have served 
so unselfishly in this: field could not all have been in- 
cluded in this volume. 


THE THORACIC SURGICAL PATIENT 


L. A. Hochberg, Clinical Professor Surgery 
(Thoracic) State University of New York, Col- 
lege of Medicine at New York City. 364 pp. 
$10.50. Grune & Stratton, New York; The 
Ryerson Press, Toronto, 1952. 


This book deals with oesophageal and cardiovascular 
lesions as well as thoracic surgical diseases. There is a 
full discussion of the preoperative preparation of the 
patient and the postoperative care is outlined in detail. 
As suggested by the title of the book, surgical technique 
is not described, but an extensive bibliography is in- 
cluded at the end of the book. There is an excellent 
chapter on the “Physiology and Pathologic Physiology” 
of the thoracic surgical patient,—this includes fluid 
balance and electrolyte requirements, and discusses the 
physiology of respiration and its application to pulmo- 
nary disease. A chapter on anesthesia and on the re- 
habilitation of the thoracic surgical patient is included. 


URINE AND THE URINARY SEDIMENT 


R. W. Lippman, Research Associate, Institute 
for Medical Research, Cedars of Lebanon Hos- 
pital, Los Angeles, Calif. 124 pp., illust. $9.00. 
Charles C. Thomas, Springfield, Illinois; The 
Ryerson Press, Toronto, 1952. 


This monograph, consisting of 3 chapters dealing with 
proteinuria and elements of the urinary sediment, ob- 
servations on the urine in disease, and general considera- 
tions and technique, is an excellent guide for examina- 
tion of urine and urinary sediment. There ‘are many 
illustrations, some of them colour photographs taken with 
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the high-dry objective remarkably similar to actual 
microscopic appearances. This book will be particularly 
valuable to the clinical biochemist, the urologist and the 
internist as a practical guide in the examination of urine 
and urinary sediment. The methods and interpretations 
presented have, no doubt, evolved during a long period 
of careful observations. 


INTERNAL MEDICINE 


Originally Edited by John H. Musser, Late P.o- 
fessor of Medicine in the Tulane University of 
Louisiana, School of Medicine, New Orleans, 
Louisiana; Fifth Edition Edited by Michael @, 
Wohl, Associate Professor of Medicine, Tem; le 
University School of Medicine. 1563 pp., illust. 
$18.00. Lea & Febiger, Philadelphia; The M:c- 
millan Company of Canada Limited, Toron’o, 
1951. 


This volume deals with all aspects of internal mediciic. 
The authors have been chosen from widely scattered 
medical centres from Buffalo to New Orleans and from 
New York to San Francisco. Part I deals with virus aad 
infectious diseases including those due to protozoa and 
metozoa. Part II concerns physical and chemical agers, 
There follows chapters on endocrine disturbances, ¢)l- 
lagen diseases, diseases of allergy, etc. One of the most 
interesting chapters deals with genetics and medical pric- 
tice. Part V discusses problems inherent to the aged and 
their rehabilitation. 

The entire text is well written, concise and yet ce- 
tailed enough for a reference volume. The coloured illus- 
trations are good. If one were disposed to be at all 
critical of this excellent book it is that there are too few 
references with many of the presentations. 


MODERN TREATMENT YEAR BOOK 1952 


Edited by Sir C. Wakeley, Fellow of King’s 
College, London. 360 pp., illust. $3.35. Bailliére, 
Tindall & Cox, Ltd., London; The Macmillan 
Company of Canada Ltd., Toronto, 1952. 


Written for the general practitioner, this year’s edition 
tries to provide him with up-to-date information in medi- 
cine and surgery. It is somewhat difficult to discern the 
principle which forms the basis for the selection of the 
subject of the papers which the various eminent authors 
contribute. There are sections on such a variety as the 
modern treatment of hzmorrhoids, subacute bacterial 
endocarditis, acute glaucoma and malaria, to the causa- 
tion and treatment of irregular teeth and the special 
anatomy of the colon. The constantly changing patterns 
of modern treatment are reflected in almost every 
chapter. Some of the methods recommended may 10 
longer be applicable on this side of the Atlantic. On 
the whole, however, the book contains a number of use- 
ful suggestions, especially regarding surgical procedures. 
There are some good illustrations and key references. 


PRACTICAL PHARMACOLOGY 


J. H. Burn, Professor of Pharmacology, Uni- 
versity of Oxford. 72 pp., illust. $4.25. Black- 
well Scientific Publications, Oxford; The Ryer- 
son Press, Toronto, 1952. 


Practical exercises in pharmacology form an essential 
part of the teaching of this subject. Professor Burn is to 
be congratulated for having placed at the student’s elbow 
a text which he will find most helpful in his endeavours 
to acquire a working knowledge of fundamental facts. 
Not always are there a sufficient number of demonstrators 
around, and not often is there enough time to discuss 
problems sufficiently long during the bustle of the short 
laboratory hours. This companion volume to the author's 
“Lecture Notes” will be a most valuable aid to tie 
student of pharmacology. 
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for control of appetite in weight reduction . . 





** ‘Dexedrine’ is the drug of choice”’ because of its effectiveness 
and because, with ‘Dexedrine’, ‘‘unpleasant effects are mild or absent.” 
(From the report of an exhaustive clinical study in which ‘Dexedrine’ was compared 


with methamphetamine [d-desoxyephedrine] and other anorexigenic compounds.) 
—Williams et al.: Annals of Internal Medicine, Sept., 1948. 






tablets 









‘Dexedrine’ Sulfate 
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Smith Kline & French Inter-American Corporation, Montreal 9 


‘Dexedrine’ T.M. Reg. Can. Pat. Off. 
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CONGENITAL DYSPLASIA OF THE 
HIP JOINT AND SEQUEL: 


V. H. Hart, Assistant Professor of Surgery, Uni- 
versity of Minnesota, Minneapolis, Minnesota. 
187 pp., illust. $6.50. Charles C. Thomas, 
—— Ill.; The Ryerson Press, Toronto, 
1952. 
This volume is one of the American Lecture Series, and 
as in all of these publications, the topic discussed is 
adequately treated. The author has carefully limited 
himself to the problem of congenital dysplasia of the hip 
joint in the early months of life. He dogmatically insists, 
with proof, that the early recognition of the problem is 
possible: Further, he gives the exact signs that can be 
elicited in arriving at the diagnosis. 

The chapter on The Background is most satisfactory, 
covering the pertinent literature in a critical fashion. 
Etiology is handled briefly, without allowing himself to 
become involved in this endless discussion. Pathogenesis, 
Clinical Findings and Roentgen Features are particu- 
larly well done. One is impressed with the clarity of 
thought and abundance of good illustrations. To complete 
the subject, the author has chapters on the Differential 
Diagnosis, which is a mere listing, and Treatment. 

For those interested in hip disease, this monograph 
offers a clear account of congenital dysplasia of the hip 
joint. It maintains the high standard of the other volumes 
of this series. 


FORENSIC MEDICINE 


K. Simpson, Reader in Forensic Medicine to 
the University of London. 344 pp., illust. 2nd 
ed. $4.00. Edward Arnold & Co., London; The 
— Company of Canada Ltd., Toronto, 
J ; 


This new edition of an outstanding text will be welcome 
to medical students, practitioners, and law officers. It is 
written to suit their needs admirably. Sections on death 
under anesthesia, alcohol and head injuries, asphyxia, 
Industrial Injuries and Poisons Law, narcotics and the 
newer insecticides have been rewritten. A new chapter 
on poisonous plants and fungi has taken the place of 
that on war gases of the previous edition. True to his 
usual style the author presents his data in vivid colours, 
true to life, relegating technical details to the essential 
minimum. This is a ‘brilliant book which may be en- 
thusiastically recommended. It is written by one who, 
at an early age, has become London’s foremost authority. 
His collection of forensic specimens has been carefully 
preserved as a special section of the famed museum at 
Guy’s hospital, and will remain a permanent monument 
to Dr. Simpson’s zeal. 


INTRACRANIAL ANEURYSMS 


W. B. Hamby, Professor of Neurological Sur- 
gery, The University of Buffalo, School of 
Medicine and Dentistry, Buffalo General Hos- 
pital, Buffalo, New York. 564 pp., illust. $17.00. 
Charles C. Thomas, Sevtaaield, Illinois; The 
Ryerson Press, Toronto, 1952. 


This volume reviews the problems of cerebral circulation, 
both anatomical and physiological, as they pertain to 
intracranial aneurysms. The type and etiology of 
aneurysms are presented. This is itowed by an excellent 
section on their diagnosis. This includes an especially 
clear section on cerebral angiography. The next three 
chapters deal with intact intracranial aneurysms, rup- 
tured aneurysms and _ arterio-venous aneurysms respec- 
tively. Methods of therapy, both medical and surgical, 
are considered. There is an excellent bibliography. In 
the present state of confused thinking about this con- 
troversial problem, this work is a most welcome review. 
The facts are well and clearly presented. Although it 
tends to be verbose in places, there are excellent sum- 
maries reviewing each of the various problems. It is 
well illustrated, and there are few typographical trrors. 
It will be a welcome edition to the libraries of Neuro- 
logists and Neurosurgeons. 
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A TEXTBOOK OF CLINICAL NEUROLOGY 


I. S. Wechsler, Clinical Professor of Neurology, 
Columbia University, New York. 801 pp. 7th 
ed. illust. $10.00. W. B. Saunders Co., Phila- 
delphia; McAinsh & Co., Ltd., Toronto, 1952. 


This edition has been completely re-edited and brought 
up to date, and the modern concepts of the treatment 
a such things as tuberculous meningitis and neuro- 
syphilis have been completely revised. A chapter is in- 
cluded on the Neuroses. The text is written in a style 
which makes for easy reading. In one place the author 
speaks of stimulation with digitalis. This is a pardonable 
error on the part of a neurologist. The last chapter in- 
cludes an introduction to the history of Neurology, which 
should encourage further reading in this field. The re- 


“viewer can recommend this book for the student or for 


the library of the practitioner. 


ANTIBIOTICS: A SURVEY OF THEIR 
PROPERTIES AND USES 


Published by direction of the Council of The 
Pharmaceutical Society of Great Britain. 290 
pp. illust. 25s net. The Pharmaceutical Press, 
London W.C.1; McClelland & Stewart Ltd., 
Toronto, 1952. 


This is a book which is published at the direction of 
the Council of the Pharmaceutical Society of Great 
Britain and which is intended to be useful to both the 
medical profession and the practitioners of pharmacy. 
From the point of view of the doctor, it comprises a 
curious mixture of chemical engineering, organic chem- 
istry, bacteriology, clinical medicine, veterinary medicine 
and forensic medicine, which indicates that it may be 
read with a lively interest from cover to cover by any 
person with a considerable curiosity, but the part of 
real use to the doctor is contained in about 70 pages. 
One gains the impression that the book is really about 
penicillin, and that the additions concerning strepto- 
mycin, and more particularly aureomycin, chloromycetin 
and terramycin are somewhat fragmentary and not up 
to date. It appears to this reviewer that the book presents 
a considerable volume of important material which is 
difficult to find elsewhere but which is not a direct con- 
cern of most physicians and that the needs of the 
pharmacist and the manufacturer may be better fulfilled 
than those of the doctor. 


CARDIAC THERAPY 


H. J. Stewart, Associate Professor of Medicine, 
‘Cornell University Medical College, New York; 
Attending Physician, New York Hospital. 622 
pp. illust. $10.00. Paul B. Hoeber Inc., New 
York, 1952. 


It is the avowed intention of the author to provide a 
detailed discussion of the treatment of heart disease with 
only such ‘introductory remarks on etiology, etc., as are 
absolutely necessary. Unlike so many standard texts 
where the minutiz of treatment must of necessity be 
omitted, here “the step-by-step management of the case” 
is discussed, a feature of great value to the student and 
to the practitioner not well versed in this field 

The first five chapters are devoted to heart failure, 
diuretics, digitalis, anticoagulants and arrhythmias, topics 
which in themselves warrant full discussion. The chapter 
on digitalis is, as might be expected particularly useful, 
though one might not agree with all the author’s state- 
ments, such as the warning against the simultaneous use 
of digitalis and quinidine. In succeeding sections the 
treatment of various etiologic types of heart disease is 
described. Then follows a series of miscellaneous topics 
such as heart disease in pregnancy, old age and surgery. 
The final chapter is concerned with diets of which 
numerous examples are listed. 

Inevitably, limitations of space prevent the lengthy 
exploration of many subjects which might be of particu- 
lar concern to the specialist. Nonetheless, this is the best 
available book on the subject and is highly recommended. 
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--FOR PROLONGED ACTION— 


CORTICOTROPHIN cacth 


with 


PROTAMINE and ZINC 


Corticotrophin with Protamine and Zinc, for prolonged action and in a 
form convenient for use, is now available from the Laboratories. The product 
is prepared as a milky suspension in aqueous medium and is ready for use 
after shaking. In clinical investigations, two injections per day have been found 
to replace adequately four daily injections of regular Corticotrophin (ACTH). 
In some cases even greater prolongation of effect may be experienced. 


Corticotrophin with Protamine and Zinc is prepared with ingredients 
whose properties are of established value in parenteral administration. 


The Connaught Medical Research Laboratories now provide Cortico- 
trophin (ACTH) in three forms —a freeze-dried powder, a sterile solution, and 
a suspension with prolonged-action properties. 


HOW SUPPLIED 


Dry Powder — 10 International Units per vial 
— 25 International Units per vial 
Sterile Solution — 10-ec. vial (20 I.U. per ec.) 
Prolonged-acting 
Suspension — 10-cc. vial (40 I.U. per cc.) 
CWO 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 
University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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THE COLLECTED PAPERS OF 
ADOLPH MEYER 


General Editor, Eunice E. Winters. 557 pp. 
Four Volume Set $30.00. Vol. IV. The Johns 
Hopkins Press, Baltimore 18, 1952. 


This book is a remarkable collection of papers dealing 
with many aspects of mental hygiene and psychiatry. 
Mental hospital ideals, medicolegal advice, public rela- 
tions, social work, the mental hygiene movement, 
eugenics, child psychiatry and the problems of esr | 
are discussed. An extensive bibliography is provided. 
Some of the papers overlap but this is not a major fault. 
Dr. Meyer has provided the answer to many difficult 
questions. The reader of this volume will appreciate how 
resent day mental hygiene opinion has been moulded 
oy Dr. Meyer’s teaching. 


REACTION TO INJURY 


W. D. Forbus, Professor of Pathology, Duke 
University; Pathologist to the Duke Hospital. 
1110 pp., illust. Vol. II. $22.00. Williams & 
Wilkins Company, Baltimore; Burns & Mac- 
Eachern, Toronto, 1952. 


This volume completes the enormous task Dr. Forbus 
has undertaken. It is a difficult book to review and 
criticize. There are many facts left unsaid, or only briefly 
mentioned, but on the other hand this work follows his 
basic theme, so clearly set out in volume one. This is a 
constructive method of teaching pathology and the con- 
cepts outlined by the author are in keeping with the 
recent approach to medicine. The description of liver 
disease is well organized and co-ordinates the current 
advances in the subject. The chapter on obstruction of 
the gastro-intestinal tract deserves special comment. It 
correlates a great deal of useful pathological and physio- 
logical material. This book is recommended not only to 
the student but to all those interested in medicine. 


PRINCIPLES AND PRACTICE OF 
ANAESTHESIOLOGY 


V. J. Collins, Director of the Department of 
Anesthesiology at St. Vincent's Hospital of 
the City of New York. 528 pp., illust. $11.00. 
Lea & Febiger, Philadelphia; The Macmillan 
Company of Canada Ltd., Toronto, 1952. 


This book endeavours to encompass the entire field of 
anesthesiology. The author’s aim has been to produce 
a volume “which will act as a comprehensive guide in the 
teaching and practice of clinical anzsthesia”. To quote 
further from the preface: “Such a monumental task 
undertaken by one person could not possibly be exhaus- 
tive but it could be concise, fairly comprehensive and 
documented from original sources.”” When one considers 
the amazingly rapid growth of this specialty and the 
many recent advances that have been made, one feels 
that the author has done well to have succeeded in his 
objective. 

The book gives a broad outline of modern anzesthesia. 
It is divided into six sections, viz.: general considerations, 
regional techniques, pharmacologic considerations, com- 
plications, spinal anzsthesia, intravenous and inhalational 
therapy. In these sections are included many topics rang- 
ing from notes on the history of anesthesia, funda- 
mental physics, physiology, general anesthetic principles 
and techniques, special techniques as in pediatric and 
obstetrical anesthesia, etc., to the treatment of post- 
operative complications. Indeed the inherent weakness 
of the book stems from its attempt to cover too wide a 
field in one comparatively small volume. Consequently 
it is hardly complete enough for a reference book, nor is 
it clear and simple enough to serve as a practical clinical 
— there is an aggregation of too many facts and 
igures without sufficient correlation or emphasis on 
what is of practical importance. However, the author 
has intentionally kept the chapters short and has* ap- 
pended extensive bibliographies. There are a number of 
good illustrations; the section on regional anzsthesia in 
particular is well illustrated. The book should prove 
valuable, y pegs ey 4 to graduate students of anzsthesi- 
ology, and to these it may well be recommended. 
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THE USE OF TRACER ELEMENTS 
IN BIOLOGY 


W. G. Overend, Lecturer in Chemistry, Birm- 
ingham University. 57 pp. 3s.6d. William 
Heinemann Ltd., London, 1951. 


This small book offers the reader a short rvengy | of 
the ways in which artificially produced isotopes, both 
stable and radioactive, are being used in biological in- 
vestigations. The author sets out to explain in simple 
language the principles, scope, and limitations of the 
techniques at present in use; and achieves his purpose 
admirably. There is a tendency in some sections to go 
into more detail than the scope of the book appears to 
warrant, but this by no means detracts from the use 
of the book. With the help of the glossary appended, the 
book should be readily intelligible to the scientist, medi- 


‘cal practitioner and educated layman alike and is recom- 


mended for their use. 


REFRESHER COURSE FOR GENERAL 
PRACTITIONERS 


Specially Commissioned Articles from the 
British Medical Journal. First Collection 
October 1949 to December 1950. 502 pp., illust. 
25s. net. British Medical Association, London, 
W. C. 1, 1952. 


Following numerous requests, the British Medical As- 
sociation has now published in book form the first 
volume of a series of articles which appeared in the 
British Medical Journal under the title of “Refresher 
Course for General Practitioners”. Although some points 
concerning drug therapy are not entirely up-to-date in 
the light of more recent developments on this side of 
the Atlantic, there is no doubt that this book is a most 
valuable contribution to the medical literature and a 
source of useful information for general practitioners. 
Practically all its articles deal with problems which the 
general practitioner encounters in his practice; indeed, 
one has the impression that the selection of articles has 
been primarily governed by the frequency with which 
a topic occurs in general practice. The book is character- 
ized by the high standard of its contributors and may 
be thoroughly recommended. 


TUBERCULOSIS OF BONE AND JOINT 


G. R. Girdlestone, Sometime Nuffield Professor 
of Orthopedic Surgery in the University of 
Oxford and E. W. Somerville, Orthopedic 
Surgeon to the Wingfield-Morris Orthopedic 
Hospital, Oxford. 314 pp., illust., 2nd_ ed. 
$9.00. Oxford University Press, London, 
Toronto, 1952. 


Twelve years have elapsed since the publication of the 
first edition of this noted work. The changes to be noted 
in the present edition are not too great. However, it 
still holds the position as one of the prime sourcebooks 
of information on the orthopedic surgeon’s approach to 
tuberculosis. The chapter on General Considerations dis- 
cusses the physiopathology of this disease. It lays the 
background for the subsequent sections, which deal with 
the Seeiatn and treatment. Though the authors fore- 
warn the reader in the preface about the paucity of 
information concerning the use of the antibiotics, one 
cannot but be amazed at the few lines given to strep- 
tomycin. Surely in 1951, there was more place for 
chemotherapy in tuberculosis of the bone and joint than 
noted in this book. However, the great value of this 
volume is not altered. The authors have discussed tuber- 
culosis of the hip, spine, knee, sacro-iliac, ankle, tarsus, 
metatarsus and A es, shoulder, elbow, wrist and 
hand. Each of these chapters leaves one satisfied that 
the old and tried methods of orthopedic surgery are 
being presented carefully and adequately; that one need 
not seek much further for a better book. Mention must 
be made of the references. These are few, and certainly 
not within the high standard of the edition. The original 
articles utilized by the authors should be noted, to be 
of assistance to those who care to seek the earlier com- 
plete studies. 
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Present it... 
to a handful of people... 


or to hundreds 


S» much to be done—so little time to do it. 
Tiat is why so many physicians in hospitals 
ai'd clinics everywhere are: (1) documenting 
al’ significant cases in color; (2) making these 
cclor pictures—2x2-inch Kodaslides ready 
for projection—constantly available for show- 
ings to students, teachers, associates. This 
pooling of information is spreading medical 


knowledge. 






Complete line of Kodak Photo- or write for literature. 

graphic Products for the Medical 

Profession includes: cameras and CANADIAN KODAK CO. LIMITED 
projectors—still- and motion-pic- : 

ture; film—full-color and black-and- Toronto 9, Ontario 


white (including infrared); papers; 
processing chemicals; microfilming 
equipment and microfilm. 





Serving medical progress 





Temporal Arteritis. Before 
and after resection of por- 
tion of the artery. 





Present it e e e with the 
Kodaslide Projector, Master Model 


Here is a projector to do full justice to the finest color 
slides. It can deliver more light to the screen than any 
other 2x2-inch slide projector; gives complete coverage 
and evenness of illumination throughout the slide area. 
A choice of four fine projection lenses. With Kodak 
Projection Ektanon Lens (Lumenized), 5-inch f/3.5, and 
adapter, price is $203.50, subject to change without notice. 


For further information see your photographic dealer 






TRADE-MARK 


through Photography and Radiography 





422 Book REvIEwsS 


Early diagnosis 
is the most effective 
weapon in the fight 
against cancer 


CANCER 
IN 


GENERAL PRACTICE 


by 


RONALD W. RAVEN, O.B.E., F.R.C.S. 


Surgeon to the Royal Cancer Hospital; 
Hunterian Professor, Royal College of 
Surgeons of England; Surgeon, 
Westminster (Gordon) Hospital 


and 


P. E. THOMPSON HANCOCK, F.R.C.P. 


Physician, the Royal Cancer Hospital; 
Physician, the Royal Free Hospital 


The control of cancer is one of the most 
important problems of the present day and 
although the two remedies for the control or 
“cure’’ of it—surgery and irradiation—are 
largely in the hands of the specialist, the main 
hopes in the fight against this disease lie in the 
early diagnosis and treatment by the general 
practitioner. 


The outstanding advantage of this book 
lies in the joint viewpoint which has been 
achieved throughout, the result of collabora- 
tion between a surgeon and a physician in 
presenting the disease in its various aspects, 
and illustrating the paramount importance to 
the general practitioner of early diagnosis in 
the vital days before the development of the 
lesion and its spread. 


Price: $6.75 delivered 


BUTTERWORTH & CO. (CANADA) LTD. 
1367 Danforth Avenue, Toronto. 
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THE SYMPTOMS AND TREATMENT 
OF ACUTE POISONING 
G. H. W. Lucas, Professor of Pharmaco'o 


University of Toronto. 308 pp. $5.00. Clarke 
Irwin ¢& Company Ltd., Toronto, 1952. 





The author has attempted to fill the need for a sho 
precise text which will help the physician treat cases ¢ 
acute poisoning. There are brief chapters on gener; 
aspects of poisoning, supplies and apparatus require; 
descriptions of useful drugs, modifications indicated ; 
treating children, directions for the collection an 
preservation of samples for the medico-legal analys’ an 
a table of ranges of fatal doses. Two-thirds of the 00 
consists of short accounts of some 130 types of pois: nin 
discussed under the following headings: a descr‘»tio 
of the poison, the manner in which poisoning uw: ual] 
occurs, peers and course, treatment and :pec 
mens to be saved for analysis. 


The descriptions of the poisons are scholarly. th 
symptomatology concise and the directions for trea‘men 
recommend exact dosages, which is most welcome. Io 
ever, in the case of some poisons the common s¢rio 
complications are not mentioned and treatment \s no 
sufficiently complete. The clinician will also be <isap 
pointed to find that treatment is based on know 'edgi 
of the exact identity of the poison. In practice th:s i 
formation is not always available. In most instanccs th 
treatment recommended is orthodox and modern. Ail th 
common newer poisons are included and mention 
even made of the use of nalline to combat respirato: 
depression in opiate intoxication. Some details woul 
not meet with general approval. Thus one might jueg 
tion the unexplained statement that amphetarnin 


-sulphate is contraindicated in ethyl alcohol poisoning 


the advice to administer an emetic in kerosene poisonin 
or the suggestion to apply a mustard poultice ove; th 
heart in aconite poisoning. One is also surprised to fin 
rubbing alcohol described only under ethyl alcohol whe 
much of the rubbing alcohol readily available in th 
retail stores is made of the isopropyl compound. Th 
latter is not discussed. These defects are difficult 
avoid in a work of this type. In spite of them, the boo 
should prove extremely useful. 


HANDBOOK OF GYNA®COLOGICAL 
DIAGNOSIS 


W. Neuweiler, Professor of Midwifery an 
Gynezxcology and Director of the Gynexcologica 
and Obstetrical Clinic in the Universiiy 0 
Berne. 448 pp., illust. $16.00. William Heine 
mann Medical Books Ltd., London; Britis 
Book Service (Canada) Ltd., Toronto, 195: 


The author stresses the point that correct therapy ca 
only be instituted when a correct diagnosis has _ bee 
established, which must include the “constitution” 6 
the patient as well as the disease entity. One is in 
pressed with the author’s vast experience and wit! hi 
emphasis on the need for meticulous study of each casé 
The book is extensively illustrated with drawings an 
photographs, a considerable number of which ar 
coloured. Many of these illustrations are excellent. It 

rather astonishing to find a book published in 195 
advocating the use of sea-tangle tents as a method 0 
dilating the cervix prior to a diagnostic or therapeuti 
curettage of the uterus: similarly, the use of 

cylindrical vaginal speculum is not likely to receiv 
much support in this country. However, these are point 
of minor significance. 


Dr. Neuweiler is an enthusiastic advocate of Schiller 
iodine test as a method of picking the sites for biops 
of the cervix, of hystero-salpingography for diagnosis 0 
many uterine conditions as oa as tubal patency and 4 
colposcopic examination of the cervix and vagina: 
last is a diagnostic procedure not in common use het 
but probably deserves wider employment. He state: th 
this leak is not intended to rman standard text-i00l 
but rather to supplement them by detailing diaguost 
points in history, physical examination and specisl i 
vestigation. He has so far succeeded in this inteatid 
that his book deserves a place in every medical libra 









